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INTRODUCING 


Chloromycetin Succinate 


so versatile it can be given intramuscularly 
<a intravenously 
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Easily prepared for intramuscular, intrave- 
nous, or subcutaneous administration, 
CHLOROMYCETIN SUCCINATE can be dis- 
solved in water or other aqueous parenteral 
fluids in a wide range of concentrations. Ster- 
ile solutions may be kept on hand at room 
temperature for 30 days without significant 


loss of potency. 


clinical advantages —CHLOROMYCETIN 
SUCCINATE is relatively nonirritating by rec- 
ommended routes, permitting a continuous 
daily dosage schedule, even to pediatric 
patients. It produces rapid clinical response, 


and is well tolerated. 


CHLOROMYCETIN SUCCINATE is indicated 
in many serious infections responsive to 
CHLOROMYCETIN. Stock it now. Remember 


that CHLOROMYCETIN SUCCINATE may be 
given by all three parenteral routes. 


supply—CHLOROMYCETIN SUCCINATE (chlor- 
amphenicol sodium succinate, Parke-Davis) is 
supplied in Steri-Vials,® each containing the 
equivalent of 1 Gm. chloramphenicol; packages 
of 10. 


CHLOROMYCETIN is a potent therapeutic agent 
and, because certain blood dyscrasias have been 
associated with its administration, it should not 
be used indiscriminately, or for minor infections. 
Furthermore, as with certain other drugs, ade- 
quate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 
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Here is today’s 


MOST RIGID 
% LENGTH BED RAIL —© 














Here is truly an engineering achievement . . . Rails are 
designed as a unit and when installed on bed, form a trust 
construction which gives rigidity found on no other rail. 





: , , . Rails can be installed so they fold towards 
These new Bed Rails can be easily installed on today’s hos- ; y 


pital beds without alteration or drilling of bed frame. When either the foot or the head of the bed. 
in storage, the Bed Rails are completely out of the way 

(rails are below level of mattress and still allows access 

under bed) yet ready to be pulled up and into position for 

— use. Rails automatically lock securely for added 

safety. 


This all new 3% length rail has been proven in hospitals 
throughout the country to be today’s most modern and safe 
Bed Rail. Many hospitals and insurance companies prefer 
the 34 length rail over the full length rail. The 34 length 
rail gives adequate protection but still allows the persistent 
patient to get out of bed with much less danger than crawl- 
ing over a high full length rail which has caused many, 
many unnecessary injuries. With the use of these rails on 
your beds, you will be giving additional safety to all of 
your patients. 





— . Unusual rigidity is achieved by the use of 
You are invited to try a set of our new Bed Rails at no cost or ‘ : 
obligation exclusive bracket mountings and cross 


extension bars with adjusting turnbuckle. | 


Detail photos below show type and parts of mounting and cast- 
ing used in Hausted Bed Rails to achieve rigidity. 
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From O.R. to Nursery .. . from Pharmacy to | M 
Emergency Room... wherever sterile, distilled 

water, normal saline and irrigating solutions ul 
are used, this modern pour bottle is on hand, 
Functional design, convenient screw cap, and 
sure-grip finger grooves are among the basic H 
reasons for its growing preference. 

















These liter-size pour bottles conserve hospital o 
time . . . reflect direct savings in fluid prepara- 
tion, material costs, labor costs, overhead costs, Prot 
Control and safety factors are constant . . . while J. 
se present equipment may be freed for other uses. Be 
‘ Pour bottles are finding increasing use for “Pig 
irrigation and other washing and rinsing pro- J 
cedures in the OPERATING ROOM .... for 
rinsing and preparation of syringes, needles Hea 
and other I.V. equipment in CENTRAL Se 
i SUPPLY... in the preparation of small Rx 
NOW AVAILABLE IN items in the PHARMACY... for preparation of DEI 
MULTI-USE POUR BOTTLE specific diets in the INFANT FORMULA —_ 
ROOM...asa source of sterile water and saline 
Cat. No. G94 DISTILLED WATER : for washing and rinsing in the NURSERY... New 
Cat. No.G104 NORMAL SALINE 4 at NURSING STATIONS... in the OUT- 
/ PATIENT DEPARTMENT... in the DELIV- — Cale 
Cat. No.G124 UROLOGIC SOLUTION G : ERY ROOM... in the EMERGENCY ROOM. 
Irrigating solution for dissolu- + 
tion of urinary tract calculi 2 For these uses, and for re-use functions of the 
Cat. No. G134. GLYCINE 15% IN WATER 4 bottle itself, more and more hospitals are 
Urologic irrigating solution. ce standardizing on this most versatile unit. 
£.:€ 
C 
é chia 
DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH vam 
AMERICAN HOSPITAL SUPPLY CORPORATION om 
at Bar 





SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES . EVANSTON, ILLINOIS 
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First from American 





New ideas, 


new products 
for the 


operating 
room... 


through one service expert! 


American representatives understand operating room 

needs. They offer valuable experience and expert counsel in 

every hospital area...and the widest, most complete selec- 

tion of products and services in the field. You can rely on 

A Saad bation t allies waht td d Charles A. Barry 
merican’s reputation for quality and for prompt, depend- ot Genune. Galavaie. \ 

able delivery. Your man from American is dedicated to American Representative 

your hospital’s best interests... call him with confidence. in our Kansas City Region. \ 
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The First Name 
in Hospital Supplies 


ON NO Regional Offices: Atlanta » Chicago » Columbus Dall 
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Dallas « Kansas City » Los Angeles « Minneapolis » New York + San Francisco + Washington = y 

























A single decorative ceiling unit provides 
(1) soft, flattering, general room illumi- 
nation; (2) comfortable, visually- 
correct, non-glare light for reading, 
makeup, etc.; (3) bed-length light of 
surgical quality for examination, surgi- 
cal “‘prep” and nursing care; and (4) 
safety night light for nursing conveni- 
ence and patient comfort. 
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_ "Breck tiiough Concept in Hospital Patient Room Lighting 


(VS VIRUS. 


... provides vastly better light for ALL 
patient and nursing needs 

... with “Pay-for-itself” savings in 
installation, maintenance and oper- ' 
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This truly revolutionary ceiling unit eliminates the clutter N 

and maintenance of floor, bed, wall and portable lights formerly ane 

required in the patient’s room. } 
Even more important, however, ASTRILITE provides dif- 

fused fluorescent illumination of comfort and visual qualities AS 

vastly superior to harsh incandescents. Because lighting effi- I 
ciencies per watt are approximately three times greater than 

incandescents . . . and lamp life as much as ten times longer . .. A) 

there are attractive savings in operating and maintenance I 
costs. Designed for flush mounting in new construction or 

ceiling mounting in existing rooms. 01 

* Send for illustrated ( 
brochure LC-110. A M E R I C; A N 

STERILIZER | *~ 
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PERSONALITY OF THE MONTH 





ESLEY G. LAMER, president of the Associa- 

tion of Western Hospitals, is an enthusiastic 
supporter of the nursing program. As administrator 
of Physicians and Surgeons Hospital, Portland, Ore- 
gon, he comes into daily contact with the nation- 
wide shortage of a qualified nursing staff, and has 
devoted his time to solving this problem shared by 
most administrators. 


For six years, Mr. Lamer has been a member of 
the Board of Directors of the Oregon League for 
Nursing. He became interested in the practical nurse 
program when state licensing for practical nurses 
became a law in 1949, and has served eight years 
as a governor's appointee to the Practical Nurses 
Advisory Council, representing hospital administra- 
tors. 


Hospital organization work has also-figured prom- 
inently in Mr. Lamer’s life. He recently took office 
as president of the Association of Western Hospitals, 
having previously been president-elect in 1958, and 
first vice-president in 1957. 

He has been president of the Oregon Association 
of Hospitals, 1952, the Portland Hospitals Council, 
1956, and the Multnomah County Unit of the 
American Cancer Society, 1957-58, as well as a mem- 
ber of the Board of Directors of the Oregon Division, 
American Cancer Society. 

Mr. Lamer is a member of the Council on Plan- 
ning, Financing and Prepayment, and also on the 
Committee of Hospital Architects’ Qualifications of 
the American Hospital Association. He is a trustee 
of the Oregon Association of Hospitals and the 
Northwest Hospital Service (Oregon Blue Cross). 

In his 14 years as administrator of Physicians and 
Surgeons Hospital, Mr. Lamer has enjoyed hobbies 
that are representative of the area: salmon fishing 
and gardening. He and his wile, Inez, have two 
children, Jerry, 21, a student at the University of 
Oregon, and Jean, 17, a high schoel student. 
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Aids postpartum recovery tu 

















ERGOTRATE MALEATE contracts the uterus 


speeds involution, and prevents hemorrhage de 
Ergotrate Maleate almost completely eliminates postpartum hemorrhage due to My 
0 


uterine atony. Administered during the puerperium, it increases the rate, extent, 
and regularity of uterine involution; decreases the amount and sanguineous 


character of the lochia; and decreases puerperal morbidity due to uterine infec- sus 
tion. Ergotrate Maleate is available in 1-cc. ampoules of 0.2 mg. and in tablets es 
of 0.2 mg. * 


Ergotrate® Maleate (ergonovine maleate, Lilly) wr 
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ELI LILLY AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 
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Reversed Canine Pregnancy 
Caused by Drug, Malucidin 
The successful reversal of preg- 
nancy in dogs with a drug made 
from spent brewer's yeast has been 
reported by Leon F. Whitney, 
M.D., Yale University pathologist. 










The News Magazine for the Hospital Staff 



















Dr. Whitney said the drug, ma- 
lucidin, is injected into the blood 
stream in large doses, causing the 
pregnant dog to absorb the em- 
bryo into the blood stream. 






The drug has been used success- 
fully in dogs between the 10th and 
42nd day of pregnancy. 













New Drug More Potent, 
Safer Than Morphine 

A new pain-relieving drug said to 
be more potent than morphine but 
possibly without some of the addic- 
tive problems of that drug, is under 
development by federal medical re- 
searchers, according to Arthur S. 
Flemming, Secretary of Health, 
Education, and Welfare. 











The new pain reliever, known 
as NIH-7519, has so far been 
studied in 200 persons. It is derived 


several of the pigs with the sprouts. 





monary disease plus loss of the 





from a group of coal tar com- strength necessary for powerful 
pounds known as benzomorphans coughing and breathing. These, 
and appears to be about 10 times along with the additional factors 
more powerful than morphine and of anesthesia and _ postoperative 


50 times more powerful than co- pain, make it difficult for patients 

deine. to survive respiratory complica- 
tions. 

Tracheostomy Suggested 

For ‘Poor Risk’ Patients 


A technic used to help paralyzed 
polio patients breathe has been 
suggested as a way of helping aged 
and critically ill patients survive 
major operations. 


Use of tracheostomy helps over- 
come these difficulties. It is best 
performed immediately after com- 
pletion of the major surgery or 
within the first few postoperative 
hours. 


The authors, Thomas E. Starzl, 
M.D., William H. Meyer, M.D., 
and John J. Farrell, M.D., per- 
formed tracheostomies on 11 pa- 
tients. ‘They said it was thought 
that extensive surgery would have 


Three Miami, Fla., physicians, 
writing in the Journal of the 
American Medical Association, 
noted that “poor risk” patients fre- 
quently have pre-existing — pul- 
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To keep their experimental guinea pigs healthy and happy, Lakeside Laboratories, Inc., has 
mastered the art of cultivating fresh oat sprouts within their research labs. The tiny creatures, 
along with humans and monkeys, have the unique inability to synthesize Vtiamin C from a dry 
diet. Without a daily diet of fresh, green food, they develop scurvy and die. According to 
Charles Hume of the Scientific Small Animals Farms, Chicago, the guinea pigs also lose the 
ability to reproduce without this fresh diet. Oscar Schaefer of Lakeside is shown here feeding 


been uniformly fatal without the 
postoperative use of tracheostomy. 
Eight of the patients completely 
recovered. The other three died 
of late complications of the pri- 
mary disease, and in only one case 
did a pulmonary complication ma- 
terially contribute to death. 


VA to Study Problem 

Of “Slipped Disc” 

The “slipped disc,” a rupture of 
one of the round cushions of car- 
tilage that lie between the verte- 
brae, is to be the subject of a new 
VA study. 


The agency plans to establish 
the kind of people who suffer from 
this ailment, under what circum- 


(Continued on page 105) 

































RUBBER ELASTIC BANDAGE 
STANDS OUT BECAUSE IT STANDS UP 


under constant use—With a tensile strength greater than any competitive bandage, amazing 
new ACE has increased resistance to tearing built into every strand. Even after repeated wear 
and laundering, ACE continues to provide firm, anatomically correct support. 


under higher heat—Even 15 hours of dry heat sterilization at 320° F. can’t wilt this new ACE... 
the specially developed rubber threads retain elasticity to a degree never thought possible before. 


for maximum economy -— Specify ACE hospital packaging. Individually polyethylene wrapped 
bandages, 2”, 242”, 3” or 4” widths, in boxes of twelve...6” width in boxes of six. Readily avail- 
able from your nearby distributor—the single source for most of your hospital supplies. 


BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY 


B-D AND ACE ARE REGISTERED TRADEMARKS OF BECTON, DICKINSON AND COMPANY 66659 
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HEW SECRETARY COMPLETES REPORT 

ON HOSPITAL INSURANCE FOR AGED 
"Hospitalization Insurance for OASDI 
Beneficiaries," a 117-page report by 
Secretary of HEW Arthur S. Flemming, 
has been made public by House Ways and 
Yeans committee. Purpose of report: 

to aid Congress in deciding whether to 
amend social security laws to provide 
for medical, surgical, hospital, or 
nursing home benefits for the over-65 
group. 

Secretary Flemming, in transmitting 
report to committee chairman Wilbur D. 
Wills (D., Ark.), emphasized that it 
presented factual information "in the 
mst objective possible manner" and that 
specific recommendations by the Admin- 
istration would be submitted later. 

Commented Rep. Aime J. Forand (D., 
R.I.): "The report confirms the need for 
federal action to help meet the health 
problems of the aged." 

Rep. Forand has introduced new bill 
(HR 6422), which would broaden social 
security law to authorize federal grants 
to states for aid to needy under 65 and 
wuld eliminate residence and citizen- 
ship requirements. 

WHAT NEW MURRAY-DINGELL 

BILLS WOULD PROVIDE 

4s reported earlier this year (see 

Warch, page 9), the never-say-die spon- 
sors of national health insurance--Sen. 
James E. Murray and Rep. John D. Dingell 
--have reintroduced in Congress com- 
panion bills to set up a national 

program of contributory health insurance 
to cover major costs of medical care. 

The 1959 bills would have employers 
and employees share cost of program on 
aa equal basis. Each would pay one and 
me-half percent of earnings up to 
$6,000 a year. Amount of contribution 
would vary but would never be more than 
$90 a year for complete health care for 
employee and members of his family. 

Murray and Dingell maintain that 
Voluntary health insurance has brought 
comprehensive service to only eight 
percent of the American people, after 25 
years of promotion. 

EXPERIMENT WITH PREPAYMENT 

IN CARE OF MENTAL ILLNESS 

froup Health Insurance, Inc., New York 
City, and National Institute of Mental 
Health are cooperating in a two-year 
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News Briefs at Press “Hime 


experimental project on extension of 
insurance benefits to include psychia- 
tric services. 

Cross-section of 30,000 GHI members 
will be entitled to psychiatric services 
in office and hospital at a fraction of 
actual cost. Major part of expense 
will be borne by funds from a pool of 
$600 ,000--$300,000 from GHI and 
$300,000 from NIMH. 

Purpose of project is to determine 
feasibility of broadening benefits and 
to ascertain what premium costs would 
have to be. 

In effect, government is subsidizing 
private, voluntary health insurance so 
that it may broaden benefits without 
increasing charges. 

BRIEF BRIEFS 

Ritz E. Heerman, past president of the 
AHA, is dead of a heart attack. He was 
67. He had recently been advanced from 
general manager to executive vice- 
president of the Lutheran Hospital 
Society of Southern California, 

Los Angeles. 

--AHA has urged House Ways and Means 
committee to reject legislation which 
would remove nonprofit hospitals from 
list of institutions exempt from un- 
employment compensation payments. 
Association maintains that lifting 
exemption would result in higher costs 
to patients. 

--Screening project for detecting 
heart disease among elementary school 
children was begun by PHS in Chicago in 
late April. Recordings will be taken 
of the heart beats of 40,000 children. 

--Maj. Gen. Leonard D. Heaton has 
been named to succeed Maj. Gen. Silas 
B. Hays as Army Surgeon General. 
General Heaton has been commanding 
general of Walter Reed Army Medical 
Center. 

--Col. Inez Haynes, who is retiring 
as chief of Army Nurse Corps, will 
become general director of National 
League for Nursing September 1. 

--HOSPITAL TOPICS is announcing an 
editorial competition open to all 
graduate students in hospital adminis- 
tration. For details, see page 138. 





Calendar of Meetings 


MAY 6- 8 American Pediatric Society, The Inn, 
Buck Hill Falls, Pa. 
3- 4 American Society for Clinical Investi- 
gation, Haddon Hall, Atlantic City, N.J. 7- 8 Tennessee Hospital Association, Andrew 
Jackson Hotel, Nashville 
4- 7 Association of Western Hospitals, Hotel 


t It i 
ay Se Sie Shy 10-15 Society of American Bacteriologists, 


4- 8 AHA Institute, Dietary Department Ad- Sheraton-Jefferson Hotel, St. Louis 
ministration, Pick-Roosevelt Hotel, Pitts- 
burgh 11-13 Canadian Hospital Association, Queen 
5- 6 Association of American Physicians, Elizabeth Hotel, Montreal, Que., Cun- 
Haddon Hall, Atlantic City, N. J. ada 





A TWIST OF THE “CAGE”... 
THE DRESSING IS MADE! 
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MORE TIME 
ELASTIC. CHANGING 

CAN'T WET 
LOOSEN DRESSINGS 
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MAKES WET 
DRESSINGS 
MORE 
EFFECTIVE 


MORE 
ECONOMICAL— 
SAVES WASTE 
OF GAUZE 




















VENTILATING QUICKER, 
~A FEATURE SAFER, 
OF REAL MORE 

VALUE EFFICIENT 


Illustration shows the 10 patented 
Applicators ready for use 


The Greatest Advance In Bandage Therapy Of All Time 





“Cage” Applicator in action A few twists—and finished 


ideal for First Aid and Hospitals 


TUBEGAUZ offers so many distinct advantages as to 
make its superiority over conventional dressings im- 
mediately apparent. 


Woven in seamless tubular rolls in all sizes for every 
purpose. Will not ravel or fray. 


Molds to exact shape of limb, with special applicators 
for all manner of uses. Especially adapted in dressing ' 
hard-to-bandage parts and areas. Our technical staff One of 93 other 
is available for application instructions to nursing per- dressinas which 
sonnel in hospitals. Inquiries are solicited. TUB NG AUZ 


FREE-32 page booklet on “New Techniques Of Dress- uickly produces 
ing With Tubegauz” gladly mailed on request. jor fingers hands, 
Surgical Supply Division toes, feet, legs, 


THE SCHOLL MFG. CO., INC. arms and body. 
CHICAGO 10, ILL. > NEW YORK 11, N. Y.* LOS ANGELES 58, CAL. 
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11-14 Texas Hospital Association, Slamroc 
Hilton Hotel, Houston 


11-15 National League for Nursing, Philadel. 
phia 


13-15 Upper Midwest Hospital Conference 
St. Paul Auditorium, St. Paul. Minn, 


14 Massachusetts Hospital Association, 
Hotel Statler, Boston 


15-18 International Congress of Internationa 
College of Surgeons, Rome, Italy 


18-20 Arkansas Hospital Association, Arling. 
ton Hotel, Hot Springs 


18-21 AHA Institute, Hospital Dental Service, 
Sheraton Palace Hotel, San Francisco 


20-22 New Jersey Hospital Association, Con. 
vention Hall, Atlantic City, N. J. 


20-22 Hospital Association of Pennsylvanio, 
Convention Hall, Atlantic City, N. J 


20-22 Hospital Association of New York State, 
Convention Hall, Atlantic City, N. J 


20-22 Middle Atlantic Hospital Assembly, 
Convention Hall, Atlantic City, N. J 


24-29 National Tuberculosis Association, Pal- 
mer House, Chicago 


25-27 American Gynecological Society, The 
Homestead, Hot Springs, Va. 


25-27 AHA Institute, Hospital Law, Somerset 
Hotel, Boston 


25-29 AHA Institute, Nursing Service Adminis 
tration, Pick Carter Hote!, Cleveland 


26-29 American College of Cardiology, Ben- 
jamin Franklin Hotel, Philadelphia 


28-30 American Ophihalmological Society 
The Homestead, Hot Springs, Va. 


31-June 4 Catholic Hospital Association 


Annual Meeting, Kiel Auditorium, St 
Louis, Mo. 


JUNE 

1- 3 AHA Advanced Institute for Medical 
Record Librarians, AHA Headquarters 
Chicago 


1- 4 American Dermatological Association 
Claridge Hotel, Atlantic City, N. J. 


1- 4 Catholic Hospital Association, Kiel Av 
ditorium, St. Louis 


1- 6 International Hospital Congress, Edir- 
burgh, Scotland 


2- 3 Maine Hospital Association, Samost! 
Hotel, Rockland 


(Continued on page 14) 
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Expend-Tex 


the ultimate in disposable latex surgeons’ gloves 


ciation, 


ational - 
al pig 
Y & 

















Arling- 
Service, 
rancisco 
n, Con. 
x 
y!vania, 
, a 
k State, 
, 2 
ssembly, 
, M2 
Pel 0026 inch at wrist — double thickness 
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0012 inch at finger-tip — double thickness 
0006 single thickness 
Medica! 
quarters Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 
‘ociation Soft-touch finger tips on new EXPEND-TEX gloves are 30% thinner 
ry than average latex gloves... ideal for delicate surgery as well 
ee as for the general surgeon. 
Kiel de Get all these advantages: 
e@ Snug-fit, flat wrists prevent annoying roll-down 
@ White or brown latex 
Edin @ Envelope of Bio-Sorb with each pair 
” e@ Autoclave tape indicates when sterilized 
@ Save labor cost on laundry, sorting, testing, pairing, wrapping 
Samose! 8 — cost — truly disposable 
Write for literature, free sample Packaged ready for sterilization according to approved 
THE MASSILLON RUBBER COMPANY hospital techniques, in a convenient peel-back outer 





MASSILLON, OHIO wrap and a wallet-type inner wrap. 
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CALENDAR OF MEETINGS - AHA Institute, Administrators’ Secre- American Orthopedic Association, Lake 
(Continued from page 12) taries, AHA Headquarters, Chicago Placid Club, Lake Placid, N. Y 


American Medical Association, Conven- ’ , : 

tion Hall, Atlantic City, N. J New Hampshire Hospital Association, 
’ oe Mountain View House, Whitefield 

? P Connecticut Hospital Association 

American Geriatrics Society, Hotel P 


Health Physics Society, Gatlinburg, 
Traymore, Atlantic City, N. J. 


North Carolina Hospital Association, Tenn. 

Mayview Manor, Blowing Rock 

21-23 Michigan Hospital Association, Shero. 
ton-Cadillac Hotel, Detroit 


American Medical Women ee American Neurological Association, 
Hotel L gton, polis 


Claridge Hotel, Atlantic City, N. J. 





22-July 31 Hospital Administrators Develop. 

American Gastroenterological Associa- AHA Institute, Hospital Pharmacy, Uni- ment Program, Sloan Institute of Hos. 

tion, Claridge Hotel, Atlantic City, N. J. versity of Utah Union, Salt Lake City pital Administration, Cornell University, 
Ithaca, N. Y. 

Medical Library Association, King Ed- 

American Diabetes Association, Chal- ward-Sheraton Hotel, Toronto, Ont., 


Comite des Hopit du Quebec, . 
fonte-Haddon Hall, Atlantic City, N. J. Canada nears Sap epee Ce ae, Se 


mart, Montreal 








American Society of X-Ray Technicians, 
Shirley Savoy Hotel, Denver, Colo. 


AHA Institute, Hospital Purchasing, Kel- 
a logg Center, Michigan State University, 
ee - ae U East Lansing 
P ckage AHA Institute, Workshop on Team Nurs- 
a > ing, Chicago 


Canadian Medical Association, Edin. 
burgh, Scotland 


International Congress of Pediatrics, 
Montreal, Que., Canada 


International Congress of Radiology, 
Munich, Germany 


AUGUST 


! : ~ 3- 7 AHA Institute, Hospital Pharmacy, Uni- 
added | . | ‘ versity of Chicago 
\ ’ 


convenience... BP: | 


} 
| 


Coliseum, New York City 








National Medical Association, Detroit 


i Soci f Hospital Pharma- 
T © oe ty g eg GTO AW pony Pow ° ospita arma 
S U Fe G e oO Ped Ss eg = Ea DD L ee American Pharmaceutical Association, 


Cincinnati, O. 
Instant needle identification ... needles can be counted at | pnattn Cilla hb teed ae 
: : , New York Cit 
a glance with this compact, easy-to-use See-Thru package. Te ee eae 
Double transparent slide-in envelopes insure maximum American Hospital Association, The 
: : ° Coliseum, New York City 
needle protection during storage or transit. An extra-large 
flap on the inner envelope prevents accidental spilling, 25-28 Americen Dietetic Association, Shrieg 


Auditorium, Los Angeles 
yet allows easy access. 
30-September 4 Second World Conference on 
Designed for convenience, this improved package is just Medical Education, Palmer House, Chi- 
° ‘ cago 
one more advantage offered by Torrington Stainless Steel 
7 ? 30-September 4 American Congress of Phys 
Surgeons Needles . . . the world’s finest. ical Medicine and Rehabilitation, Hotel 
Leamington, Minneapolis 


Write today for Torrington’s convenient needle identifica- 
tion chart. SEPTEMBER 


6-12 World Congress for Physical Therapy, 


THE TORRINGTON COMPANY | Paris, France 


Torrington, Connecticut | (Continued on page 16) 
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Adams Silicone Skin Spray 
~ prevents bed sores and skin irritations - 


Now, Clay-Adams has made available a 
product which provides the skin-soothing 
icians, properties of silicone and the bacteriostatic 
e action of hexachlorophene in an aerosol 
spray. 


ADAMS SILICONE SKIN SPRAY... 


| Nurs. Highly Effective. It forms a durable, bacterio- 
static. moisture-resistant coating that pro- 
tects sensitive skin from irritating body 
fluids and medicaments. 


3, Kel- 
/ersity, 


iatries Reduces Cross Infection. Spray easily applied 
without touching patient...minimizes 
iology, ‘ nurse-transfer of infection. 


Won't Harm Dressings. Excellent protection for 
skin areas surrounding ileostomies, colo- 
stomies and biliary drainage cases. 


Pleasantly Scented. An important advantage 
in many cases. 


Economical. Two applications daily afford 
ample protection from irritation. One can 
lasts for approximately 60 days. 


ORDER NOW FROM YOUR DEALER. Adams Sili- 
ciation, ue cone Skin Spray is available in convenient 
i 12 oz. aerosol can at $4.50 (considerably 

less when ordered in quantity). 


ClayA rams 


NEW YORK 10 
Shrine 





CALENDAR OF MEETINGS 
(Continued from page 14) 


SEPTEMBER 


10-12 American Association of Obstetricians 
and Gynecologists, The Homestead, Hot 
Springs, Va. 


Surgeons, 
Chicago 


International College of 
North American Federation, 


AHA Institute, Operating Room Ad- 
ministration, Cosmopolitan Hotel, Den- 
ver. 


Annual Instrument-Automation Confer- 
ence and Exhibit, International Amphi- 
theatre, Chicago 


22-25 American Roentgen Ray Society, Cin- 
cinnati, O. 

28-Oct. 2 AHA institute, Housekeeping- 

Laundry Joint Institute, Chicago. 


28-Oct. 2 AHA Institute, Medical Social 
Workers in Hospitals, Henry Grady 
Hotel, Atlanta, Ga. 


28-Oct. 2 American College of Surgeons, 45th 
Clinical Congress, Atlantic City. 


OCTOBER 


5- 8 American Academy of Pediatrics, Pal- 
mer House, Chicago 





TRACTION EQUIPMENT 


...e@asy for you to clean 
... Comfortable for your patients 


ZIMFOAM® Head Halter, No. 996 


Made of perforated foam rubber with rayon 
backing. Construction and design combine to 
produce more effective therapy and greater 
patient comfort. Zimfoam prevents the temporo- 
mandibular pain common to head halters. And 
it’s completely washable. The Zimfoam is one 
of four quality head halters—each designed 
to meet specific patient requirements—now 
manufactured by Zimmer. 


Traction Anklet, No. 926 


No. 662—White coutil lined with 
canton flannel. Two lace sections for 


a 


able straps with sliding buckle. Sized 
by hip measurement. 85% of patients 
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LOOK FOR THE TRADEMARK (Zz) 
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Constructed of soft leather and lined with 
felt, this anklet can be used for many types 
of leg traction. Anklets, used in pairs, can 
also be used to apply traction to the pelvic 
region. Comes in “large” and “small” sizes. 


ZIMMER Traction Belts 


Used to treat various back pains—slipped vertebral disc, minor 
fractures of vertebral processes, sprains. Sized by hip measurement. 
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djustment, two elastic inserts. Adjust- 


an be fitted from four belt sizes. 


Limmer 


No. 649—Reinforced Army 
Duck lined with canton flan- 
nel. Straps are adjustable 
with sliding buckle. Even 
sizes only. Sized by hip 
measurement. 
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No. 569—Army Duck lined 
with canton flannel. Straps 
non-adjustable. Even sizes 
only. Sized by hip meas- 
urement. 


ZIMMER MANUFACTURING COMPANY 





Warsaw, Indiana, U.S.A. 


at the 





American Nursing Home, Morrison Ho- 
tel, Chicago 


Mississippi Hospital Association, Hotel 
Buena Vista, Biloxi 


Colorado Hospital Association, Antler’s 
Hotel, Colorado Springs 


Arizona Hospital Association, 
Vista Hotel, Flagstaff 


Monte 


American Association of Medical Rec. 
ord Librarians, Annual Meeting, Rad- 
isson Hotel, Minneapolis 


Washington State Hospital Association, 
Chinook Hotel, Yakima 


Maryland-District of Columbia-Delaware 
Hospital Association, Hotel Shoreham, 
Washington, D. C. 


National Rehabilitation Association, 
Boston 


Administrators Eligible 
For Home Study Course 


Administrators of hospitals of 100 
beds or less are eligible to enroll 
in a correspondence type course 
in hospital administration offered 
by the Program of Continuation 
Education, Columbia University 
School of Public Health and Ad- 
ministrative Medicine. 

The course, “Basic Hospital Ad- 
ministration” is given in_ three 
parts. The first is an intensive 
two-week program at tthe school 
in New York City from June | 
to June 12. 

The second part, “home-study 
portion,” consists of eleven month- 
ly lessons to be done at home. The 
lessons include extensive reading 
in specially prepared text infor- 
mation and written assignments. 


| The written assignments are re 
| viewed with the student by a pre- 


ceptor appointed by the Univer- 
sity. 

The course is concluded with a 
second two-week period of study 
school. This session will 
take place in June, 1960. 

Tuition for the course is $200, 
which does not include housing 
or board in New York. 

For further information and ap- 
plication forms write: Harold 
Baumgarten, Jr., program director 
for hospital administration, Pro 
gram of Continuation Education, 
600 W. 168th Street, New York 
Be, Ns Us 
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The complete line for urinary drainage systems... PHARMASEAL’ 


PHARMASEAL LABORATORIES GLENDALE * CALIFORNIA 
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Sars 


Labor costs are continually rising. Doesn't it make sense to switch your 
high cost labor dollars into low cost supply dollars? 





PHARMASEAL LABORATORIES .- Glendale, California 
Available only through Authorized Distributors 
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@ New England, justifiably proud of its historic 
place in the annals of America, has an equally 
impressive history in the medical and hospital 
fields. 


The thirty-sixth annual meeting of the New 
England Hospital Assembly, held in Boston, at- 
tracted nearly 6,000 men and women from nearly 
all phases of hospital operation, doctors and sur- 
geons, representatives of the various paramedical 
categories, and a strong turnout from the women’s 
auxiliaries. 

The three-day meeting, while general in its 
scope, followed the trend, evident throughout the 
country, of increasing concern over rising hospital 
costs, education, and the financing of the hospital’s 
home — its physical structure, and its heart — the 
patient. HOSPITAL TOPICS herewith presents 
selected abstracts {rom papers delivered at the 
assembly. 


Trend Is Up 





Rising Hospital Costs Can Be 
Stemmed, But Not Stopped 


Since World War II, the dramatic improvements 
in our health services have been paced by a rapid 
rise in costs. From 1946 to 1957, patient day and 
special services in hospitals have gone up 161% 
percent. In 1946, semi-private rooms accounted 
for 9.97 percent of hospital expenditures; in 1957, 
the figure had risen to 24.40 percent. Compara- 
tively, hotel expenditures (meals, bed, housekeep- 
ing) were 5.53 in 1946, and 7.16 in 1957. 


In 1946, 19.3 percent of the dollar went for 
nursing; in 1957, it was 31.2 percent. Services in 
1946 accounted for 25.2 percent of the dollar; in 
1957, 39.5 percent. 

Twelve factors affect hospital costs adversely: 
1) Scientific advances, which create a complexity 

of procedures, and necessitate increased hous- 
ing space and personnel. 

2) Inflation. 


3) Increased wages generally, with which hospi- 
tals must compete; shorter work week, neces- 
Sitating more shifts. 


New England Hospital Assembly officers for 1960, elected at the 
final session of the Boston meeting, are, front row, |. to r.: Presi- 
dent, Philip D. Bonnet, M.D., administrator, Massachusetts Memorial 
Hospitals, Boston; treasurer, Pearl R. Fisher, R.N., administrator, 
Thayer Hospital, Waterville, Me. Back row, I. to r.: president- 
elect and program chairman, Isadore S. Geetter, M.D., adminis- 
trator, Mt. Sinai Hospital, Hartford, Conn.; and secretary, Wesley 
D. Sprague, associate director, New England Deaconess Hospital, 


Boston. 


New England Hospital Assembly 


. . . Boston, March 23-25 


4) Unionization of hospital workers. California 
wages are 47 percent higher than those in 
New York, because of union activities in San 
Francisco. Three unions are currently cam- 
paigning for membership among hospital per- 
sonnel in New York City. 

5) One-seventh of our hospitals have increased 
their financial burden via training programs 
for nurses, doctors, dietitians, laboratory tech- 
nologists, and other personnel. Currently, 700 
additional hospitals are maintaining residency 
programs. 

6) The various paramedical professions have 
higher educational requirements and_ legal 
licensure requirements, which automatically 
increase the wage level. 

7) Shortage of professional personnel. 

8) Increased use of the hospital as a community 
health care center, including rehabilitation, 
ambulatory services, and other activities. 

9) Growth in ambulatory service, which is re- 
flected in inpatient per diem costs. Overutili- 
zation which, while it has not been satisfac- 
torily proven on all fronts, obviously does 
exist. 

10) Medical research made possible by federal 
and foundation grants which, while showing 
an increase in dollars and number, do not in 
all instances make provision for the hospital’s 
overhead. 

11) Increase in the number of senior citizens, who 
require more skill and nursing attention be- 
cause of age and the nature of their illness — 


(Continued on next page) 
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NEW ENGLAND continued 
cardio-vascular and cancer, for instance, in- 
volving surgery, laboratory work, radiation, 
and other technics. 

12) Need for capital fund replacement to expand 
and improve facilities. It would cost an esti- 
mated 200 million to put our existing plants 
in good shape, and the rate of obsolescence is 
being constantly accelerated. 

What are steps we can take to stem rising costs? 
We can use automation wherever possible, but 
hospitals will always remain a personal service, 
rendered mainly by people. We can trim costs 
by coordination of services: by something as- sim- 
ple as handling an ambulatory patient in the 
outpatient department instead of admitting him 
as a bed patient. Smaller hospitals, especially, 
should forego the prestige of expensive procedures 
such as heart surgery, and eliminate duplication 
of personnel and equipment. 

But, however we plan, and however we approach 
the problem of costs, the fact remains that they 
will continue to rise, and the public must face 
this fact, or face the alternate fact of deteriorating 
health care in its community.—Henry N. Pratt, 
M.D., director, Society of the New York (N.Y.) 
Hospital. 


Growth and Mobility 





As the Population Changes, 

So Will the Hospital Change 

The characteristics of our population dictate the 
characteristics of the future hospital. In_ this 
country, 11,200 newborn babies are added to our 
population daily and we gain 500 future citizens 
by way of immigration. Against this increase, we 
have a total of 4,300 deaths each day. 

Our industrial states are just about holding 
their own, while western states are expanding. By 
1980, the population center will have moved 
from Illinois to Missouri. We have a mobile pop- 
ulation; 20 percent of our people move every 
year. Mostly they move within the same state, but 
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Reception given by the officers and trustees of the 
assembly was the scene of informal get-together; 
such as this one with, |. to r., Eleanor Lamber. 
sen, R.N., Ed.D., assistant secretary, Council op 
Professional Practice, AHA, Chicago; Ray Amberg, 
AHA president; Alice Goldin, Nursewear, Inc, 
Boston; and Mary R. Petkauska, assistant profes. 
sor, Boston College School of Nursing. 


there is enough interstate traffic to make hospital 
care more and more complex. Mobility does, of 
course, decrease with age and long-term illness. 

Our economics and our goals have been affected 
by these changes. There is a tremendous pressure 
in our secondary schools and colleges, and as 
higher education is sought by a larger segment 
of our population, so will our health care pat. 
terns change and our responsibilities increase. 

The patient of the future will need, and ex. 
pect, more skilled care. Income is expected to 
increase by 25 percent each decade, and it is as. 
sumed that the individual will spend an increased 
amount for health services, and that more persons 
will avail themselves of services and in some way 
anticipate payment for them. If this is not the 
case, health agencies will have to help financially, 

Communicable disease will drop almost to the 
vanishing point; chronic disease will increase. The 
quantitative impact of medical services will shift 
up the age spectrum. We know too little about 
the duration of chronic illness. We do know that 
survival rates in cancer are increasing, and that in 
the future many may well survive physically be- 
yond the capacity of their mental apparatus. This 
alone will give a new role .to the hospital.—James 
P. Dixon, M.D., commissioner, Department of Pub- 
lic Health, Philadelphia, Pa. 


How High is Up? 





Setting Standards of Performance 

Is First Step in Evaluation 

In setting standards, we must concern ourselves 
with quality and quantity. It is not enough to say 
that a certain floor area must be cleaned pet 
hour; how it is cleaned is equally important. It 
is not enough to say that a nurse should care for 
a certain number of patients; we must also say 
something about the standards of that care. 


Gathering data is the next step of evaluation. 
Nothing has been invented which supersedes the 
value of personal observation. Regardless of how 





Speakers of the Trustee Institute, which dealt with 
hospital finance, were |. to .r.: James P. Dixon, 
M.D., commissioner, Department of Public Health, 
Philadelphia, Pa.; Henry N. Pratt, M.D., director, 
Society of the New York (City) Hospital; C. Rufus 
Rorem, Ph.D., C.P.A., executive director, Hospital 
Council of Philadelphia, Pa.; and Hiram E. Sibley, 
secretary, Council on Hospital Planning and 
Plant Operation, AHA, Chicago. 
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many systems and reports you may have, whether 
you work over your data on an old-fashioned 
spread sheet or run it through an electronic data 
processing unit, personal observation is still in- 
dispensable. 

Data is also gathered from reports, and these 
should include organizational, statistical, and finan- 
cial; reports from doctors, workers, and patients. 

The third step is the comparison of the data 
gathered with the standards set. 

Alter the comparison of data with standards 
comes interpretation, with a full measure of judg- 
ment brought to the task. This is one of the 





Francis C. Houghton, president, New England Hospital Assembly, 


and administrator of the Rutland (Vt.) Hospital, takes time between 
conference sessions for a chat with Pauline Baillado, director of 
nurses at the same hospital. 


highest and most important skills in the evalua- 
tion process. 

Correcting and improving is the fifth step. This 
is the payoff step, and much of the previous work 
is valueless unless the supervisor goes through this 
step. First, the supervisor should have a_ record 
of each employee. A planned interview is ar- 
ranged to review his findings in a supportive — 
not threatening — manner. Encouragement and 
guidance must be part of the interview so that 
the worker will participate freely. 

If further training is indicated, it is arranged 
as part of his in-service work, informal on-the-job 
training, or even training involving outside teach- 
ing facilities. 

Pay special attention to what is being done to 
develop material resources for the job, how tools 
and equipment are maintained. It is possible for 
a unit to produce well, but at the end of the year 
to have ruined tools and equipment. 


An old friend and associate, Charles F. Wilinsky, M.D., past-presi- 
dent of the New England Hospital Assembly (I.) comes to the 
platform to shake hands with Ray E. Brown, superintendent, Uni- 
versity of Chicago Clinics, after his talk on “Hospital Costs and 
Utilization.” In the background is Granville K. Thompson, director 
of fiscal service, Beth Israel Hospital, Boston. 


There are human resources, too, to be consid- 
ered. A supervisor can run a department for some 
period of time and show a good production rec- 
ord, but at the same time bankrupt the hospital 
of its human resources. 


Ask yourself what has happened to the workers 
—are they better people — are they more mature — 
are they getting job satisfaction — what is the state 
of their morale? 

And, lastly, we must have evaluation of the 
supervisor himself. Ask yourself, “What have I 
done wrong; how can I improve my performance?” 
When the people under you fail, it is most likely 
that you are at least partly at fault. --— Richard 
T. Viguers, administrator, New England Center 
Hospital, Boston. 


Control of Infections 





Lack of Tests for Virulence, 
Resistance Hamper Progress 

At the present time, post-operative and_post- 
delivery infection rate is normal — as we know it. 
Normal, of course, should be zero, but that is not 
the case; we base our so-called normal figure on 
the lowest rate. 

In considering the problem of infection, we 
must recognize two forms: the endemic, and epi- 
demic. The latter is produced by only a few 
strains of this organism as far as we know, is most 
traumatic in nurseries, and can usually be tracked 
down to one source (provided it is one strain), 
which usually turns out to be a person who is a 
heavy carrier and is affected with a sore finger, a 
boil, or similar outbreak. 

Endemic is a different matter; it often involves 
several strains, and is the infection which most 
concerns us. 

This indicates the need for followup, Many 
hospitals are doing this on mothers and_ babies, 
using a casual phone call which will give the in- 
formation without alarming the family. 

(Continued on next page) 
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With many sessions running concurrently, hospital personnel took 
advantage of breaks to compare notes. Here, |. to r., Ruth B. 
Williams, supervisor of auxiliary personnel; Gail Kallam, admin- 
istrative supervisor of nursing; and Gladys M. Dykstra, operating 
room supervisor, all of Worcester (Mass.) Memorial Hospital, hold 
a share-the-knowledge meeting. 


NEW ENGLAND continued 

In our hospital we did a review of all hernia 
cases in the last 21 years, found an up-and-down 
infection trend, and discovered that 48 percent 
suffering infection were not discovered until they 
returned to the clinic for treatment. 


Another problem is that we have no test for the 
virulence of a strain, and no test for resistance or 
immunity. We do know the measurement of anti- 
biotic resistance, and it is not heartening knowl- 
edge. In the same category is the knowledge that 
80 percent of infections acquired in hospitals is 
staphylococcus, which is resistant to all antibiotics 
used in the hospital, and extremely difficult to treat. 

Another complication is that patients are prob- 
ably a bit more susceptible to infection. We have a 
larger number of older patients, and longer opera- 
tions. We have more patients and more staff per- 
sonnel, which means more human contact. 

Here are three steps the AHA committee recom- 
mends as absolutely basic and essential: 1) meticu- 
lous aseptic technic, tightening of isolation, clean- 
liness; 2) reservation of some antibiotic to be used 
in the case of staph only; and 3) intense, continuing, 
and permanent education of staff and personnel. 
Staph is ubiquitous throughout the world, and will 
probably never disappear, despite our recurring 
false hopes that we have it countered. And we 
cannot forget that plenty of other infections be- 
sides staph will always be around.—Dean A. Clark, 
M.D., general director, Massachusetts General Hos- 
pital, Boston; chairman, Committee on Infections, 
AHA. 


Methods Improvement 





The Five Steps of Common Sense: 
An Easier Way to Do a Better Job 


Today, when we refer to methods improvement, 
we mean “an organized approach to find better 
and easier ways of doing hospital work.” In order 
to get a job done with less effort and in less time, 
and save manpower, money and material, we fol- 
low the five-step pattern of common sense, in this 
order: 1) pick a job to improve; 2) break down 
that job in detail; 3) challenge the job; 4) develop 
a new method of improving the job; and 5) apply 
the new method. 


Take the first step. All of us know of some job 
that we have been doing that can be improved. 
For instance, a_ bottleneck — patients waiting; 
untranscribed cylinders; operators waiting? Too 
much time on a job, running into overtime 
excessive paper work; frequent interruption; chas- 
ing around because work material is not close it 
hand; fatiguing operation; task poorly define? 
Material loss— excessive scrap; spoilage; misuse 
of materials? 

Take the second step. All of you have heard 
about time studies, and probably some of you 
have heard about micro-motions studies. These 
tools of work simplification are used by experi- 
enced methods people, and are the finest examples 
of how to break down a job in details. Using an 
81x 11 sheet of paper, a ruler, and a pencil, you 
can make your own job study. Writing down the 
facts simplifies the analysis. 

Throughout the course of your analysis, remem- 
ber the word observe: O—one job at a time; 
B — be alert for waste; S— seek out improvements; 
E—enlist the cooperation of others; R — review 
your study; E—eliminate, change, combine. 

In making a study, it will prove helpful if you 
will 1) jot down at the top of sheet the job you 
plan to study, and stick with it; 2) choose a per- 
son, material, or paper form, depending on which 
goes through the entire job or subject, and mark 
down your starting and ending points so you'll 
cover the ground between and no more; 3) write 
your own name and the date, so that when you 
transfer the data to a chart there will be no con- 
fusion; 4) write brief description of each detail 
you observe; make notes on all steps performed, 
to serve as steps for improvements. 

There are three phases of every job: Make- 
ready, the assembling of working material; Do, 
i.e., perform the job; and Put away. If the “do” 
is necessary, then look to the make-ready and put 
away details for improvement possibilities. These 
add to the cost, but not to the value, of any 
process. 

Challenge the job. Ask what is being done; 
why is it necessary; where should it be done; 
when should it be done; who should do it; and 


Several hundred auxiliary members attended the assembly. Among 
the speakers on “How to Develop an Auxiliary for a Mental Hos- 
pital” were these representatives from the Danvers (Mass.) State 
Hospital: William P. Manning, chairman, board of directors, and 
supervisor of the male division; Mrs. George C. Capen, chairman 
of the hospital auxiliary; and Mrs. Pearl Ripley, supervisor of the 


volunteer services. 
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how is it being done. Develop the improved 
method, not forgetting to eliminate, combine, 
change sequence, place, or person. Apply the new 
method, remembering that people cannot be han- 
dled like products, that often they resist change 
and resent criticism. Encourage them to partici- 
pate, through an exchange of viewpoints and ideas, 
and you will find the soil more receptive to the 
seed.— Pearl McMullin, director of personnel, 
Institute of Living, Hartford, Conn. 





At the end of the assembly, two slightly weary gentlemen agree 


it added up to three provocative, stimulating and enlightening 
days. Wesley O. Sprague, |., newly elected NEHA secretary for 
the coming year, discusses highlights with Edwin J. Robinson, 
director, Newton-Wellesley Hospital, Newton Lower Falls, Mass. 


Infection Data 





Over-Complex Reporting Forms 
Can Sabotage Research Results 


Reporting forms on the incidence of infections 
have become so complex that people won't take 
the time to fill them out, yet we can’t count on 
others to do our research. So, keep it simple. 


Here is how we handle it at our hospital in 
regard to surgical infections. There is a weekly 
meeting of house and visiting surgeons. Weekly 
reports of individual patients are used as the basis 
of discussions to decide whether a patient falls 
into category A, B, C, or D. 

“A” represents a wound which was clean to start 
with, such as hernia or breast operation, and in 
which there is no excuse for a break in technic. 
“B” indicates a wound in which there is potential 
contamination, such as a gall bladder resection, 
but in which we expect healing without infection. 
“C” represents obligatory spesis. “D” represents 
anything that does not involve an incision. 

We discuss and decide on the classification, 
which involves a decision as to what constitutes 
an infection — which in turn demands complete 
simplicity and honesty. Major infections are those 
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with systemic reaction and prolonged hospitaliza- 
tion, with spontaneous or induced pus drainage; 
minor infections are such things as stitch abscesses, 
which are localized and superficial. 


Try to set up a method in your hospital using 
existing procedure; i.e., utilize the daily report, 
and the nurse’s report which goes to the adminis- 
trator. Most hospitals make it a privilege of the 
nursing service to initiate the reporting of infec- 
tions. The nurse may err in including some cases, 
or potential cases, but at least she calls them to 
the attention of the infections committee. Work 
towards a card system, separate from patient rec- 
ords, with a blue card for patients, a white one 
for personnel. Only in the case of infected per- 
sons, of course, will a card be made out. 

Now, who is to analyze the data? It depends on 
who is interested, who will work in such a way as 
to spark the committee as a whole. The secret of 
effectiveness is to choose a genuinely interested 
person, and one who has the assistance of a sec- 
retary. 

The question has been asked if the setting up 
of an infections committee makes us vulnerable to 
legal suit. At our hospital, we’ve been keeping, 
and publishing, such records for 10 years without 
legal involvement, though there have been cases. 
I believe hospitals are in a better legal position 
if they show they are cognizant of the problem, 
and working on its control. — Chester W. Howe, 
M.D., Massachusetts Memorial Hospitals, Boston. 


Vigilance Pays 





Care in Use of Antibiotics 
Aids in Controlling Staph 


In our hospital, we have an average of four 
cases a year of staph pneumonia, with a 90 percent 
mortality. With care in the use of antibiotics, 
mortality from staph infections at our hospital 
has been cut 10 to 15 percent despite resistance. 
Strain No. 8081 is our most virulent culprit, and 
two years ago we made it a research project. 

Special attention has been focused on our 
nursery, since we know the newborn are very sus- 
ceptible and colonize much more readily. Sources 
fall into two categories: First, the very small in- 
fants, born in a hospital where a “hot” strain is 
known to exist. In some of these cases, symptoms 
may be so mild at their inception as to escape 
recognition. The second are infants transferred 
from another hospital who have started epidemics 
where none were before. 

Thus we recognize the importance of records, 
and the fact that infection presents a community 
problem. 


What do the obstetrical and pediatric depart- 
ments do when they find the nursery infected? 
The first step, obviously, is to track down the 
source. Many individuals dealing with patients 
become carriers. One of our best internes was 

(Continued on page 40) 
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Public Relations 


Telling Our Story Through 

Our Personnel 

Encourage your people to tell the hospital story 
and give them the story to tell. To do the first 
you must have good personnel relations. This 
includes a sensible wage scale, and a program 
of mutual trust and respect between employee and 
administration. 





In a study of 60 hospitals recently, an annual 
turnover of 60 percent was found. These em- 
ployees were obviously not satisfied with their 
situation. Hospital turnover is twice that of in- 
dustry. Each time an employee resigns, it costs 
the hospital $125. This represents an extra $100 
million in operating expenses. Be sure you are 
not pennywise and pound-foolish. 

By starting slowly and building gradually, you 
can inspire your employees to tell the hospital 
story and you can give them the story to tell. 
Usually what your employees are interested in 
knowing about the hospital are the things the 
hospital wants to tell. 


1. How the hospital functions administratively. 

2. The setup of the governing board. 

3. Details of hospital services and new services 
to come. 


4. Source of hospital income and its allocation. 


5. Current statistics on occupancy and dis- 
charges. 
This information can be imparted through 


hospital newspapers, general information meet- 
ings, booklets and brochures, annual reports, and 
bulletin boards. Employees especially like to hear 
this news from the administrator, members of the 
board, physicians, and department heads. 


On their way to meeting of General Assembly, are Roger Sherman, 
administrator, Children’s Hospital, Akron, OHA past president; and 


John F. Latcham, administrator, Trumbull Memorial Hospital, Warren. 






Ohio Hospital Association 
Lea Columbus, April 6-9 


The paper should not be just a gossip sheet, 
It should include news of professional activities, 
Statistics, and new services. 

Meetings should be planned and timed care. 
fully. The controller could speak at budget time. 
Board of trustee members 
could appear when new 
policies have been an- 
nounced. A special report 
should be designed for use 
after the annual meeting. 
At these informal meetings 
as many graphic items as 
possible should be used. 

A lack of mutual under- 
standing and cooperation 
with the community hurts 
the hospital. However, if 
your employees had all 
these facts at their disposal 
and were inclined to use 
them, they could refute 
charges such as those re- 
cently published in a na- 
tional magazine — just by 
telling their friends. — 
E. M. Friedlander, director of public relations, 
Pratt Diagnostic Clinic, New England Center 
Hospital, Boston. 





Anthony S. Dickens, execu- 


tive director, Springfield City 
Hospital, is newly -installed 
president of the OHA. 


Attitudes of Personnel 
Reflect Upon Good Will 


“Public relations” is creating an attitude the 
public likes. Public relations is doing something 
good and nice, and then telling people about it. 
Criticism of our hospitals results from poorly 
created attitudes rather than poor care. 

Our employees can make a lasting impression 
— good or bad —also by their attitudes. If they 
have good attitudes they become part of the “soft 
sell” of our public relations program. 


The patient is emotionally a child. The _hos- 
pital is forbidding and he doesn’t want to come. 
He is in pain, worried, and perhaps frightened. 
He looks upon the doctor and nurse as his par- 
ents. Everything that is done to him is an inva- 
sion of his privacy, therefore the attitude in which 
it is done is very important. 

Our employees must be more accommodating. 
They must be able to adapt to all kinds of patient 
— cranky as well as cheerful. Tact, poise, and the 
delicate, sympathetic approach are important. 


Employees should inspire a feeling of conf 
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dence. They should have tenderness, especially at 
the bedside, and be warm-hearted and sensitive, 
event though firm. Employees should avoid com- 
plaining to the patients. 

Word-of-mouth is the best form of advertising, 
and it is up to a good management philosophy 
to inspire correct attitude. Human relations train- 
ing should be held for department heads and 
supervisors. — Max Q. Elder, director of public 
relations, personnel and_ educational _ services, 
Miami Valley Hospital, Dayton. 


Student Nurses 





Hospital Has Obligation 
To Employed Students 
After an investigation at one hospital nursing 
school, it was discovered that students were too 
tired to study because of the heavy work load they 
were required to maintain for compensation. At 
another school, students were discovered going 
across town to another hospital to put in extra 
work on their own, either for financial reasons or 
because they felt they needed the extra practice. 
Both situations are bad. Students should not 
be required to work beyond their capacity. They 
are at the hospital to learn and not to provide 
free service. The hospital school has an obliga- 
tion to these students. 


Not only has the school the right to decide 
when each is qualified to work, within considera- 
tions of health and grades, but it also has the 
responsibility of instilling in the student nurse 


Enjoying an informal discussion during 
dinner are, from left: John Behrens, assist- 
ant superintendent, Lakewood Hospital, 
lakewood; Chuck Sanners, State Chemical 
Manufacturing Co., Cleveland; Frank C. 
Sutton, M.D., executive director, Miami 
Valley Hospital, Daytona; and F. J. Sim- 
mons, Assistant administrator, Marymount 
Hospital, Farfield Heights. 


Carrying out the theme of the party with their sailor costumes are George Stafford, 
administrator, Blanchard Valley Hospital, Findlay, and his wife Frances, at left. 


Dinner and dancing, Hawaiian style, was in vogue at the South Sea Island Scandals party . 
held the first night in Grand Ballroom of the Deshler-Hilton Hotel. Food followed the 
menu of a luau, and decorations included palm trees, fishing nets, and tropical fish. 


the proper attitudes toward her profession. When 
it encourages her to do unauthorized work, it is 
fostering an attitude of disrespect toward the deci- 
sions of her profession and she will not make a 
top-grade graduate nurse. 

The hospital school should also be careful not 
to put the student in a position where she might 
be made liable for her actions. This isn’t fair to 
her, even though it may make things easier on 
the personnel director. Student employment does 
reduce time spent in interviewing, reduces turn- 
over, and also allows long-range planning accord- 
ing to the students’ programs. But the hospital 
school must remember that the interests of the 
student and the patient come first. — Margaret 
F. Carroll, R.N., associate executive secretary, 
American Nurses’ Association, New York City; 
Sidney Lewine, director, Mount Sinai Hospital, 
Cleveland; Carol Randall, R.N., president, Ohio 
League for Nursing, and director of nursing, St. 
Luke’s Hospital, Cleveland; and John D. Connor, 
attorney, Columbus. 


Immunity Loss 





Pharmacist Liability Increases 

With Loss of Immunity Doctrine 

Today there is an increasing trend toward elimi- 
nating the time-honored “immunity doctrine” for 
hospitals. With this change in status comes an 
increase in the susceptibility of all hospital em- 
ployees to be liable for their actions. 


(Continued on next page) 
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OHA continued 


The pharmacist must be particularly aware of 
the laws and requirements of his profession. Skill, 
knowledge, and care must be utilized in fulfilling 
his duties. 

He is not required to fill a prescription, if he 
has some valid reason for refusing. He may not 
be able for lack of the proper supplies, or he 
may think there is something wrong with the 
prescription, if, for instance, it calls for 100cc. 
instead of the usual 10cc. If he fears a_profes- 
sional error, however, he must not remark upon 
the doctor. He should call the doctor and query 
him before he tells the patient of his doubts. 

If, after he has refused to fill a prescription, the 
patient has it filled somewhere else, the pharma- 
cist would not then be a party to the error. The 
pharmacist may fill a questionable prescription 
under protest, as long as it would not constitute 
a criminal act. However, it is always best to get 
the administrator to agree that it is all right to 
go ahead. 

Remember, if you are found liable in a suit 
and a money judgment is found against you, the 
complainant can get its value from anything you 
own or ever will own until the period of the 
judgment is over. —P. A. Donnelly, associate sales 
personnel relations division, Eli Lilly and Co. 


Interest Essential 





Pharmacy, Therapeutics Committee 

Is What Its Members Make It 

A pharmacy and therapeutics committee can only 
achieve what each individual member wants it to 
achieve. Doctors will of course accept duty on 
such a committee if they are called, but if they 
have no enthusiasm nothing will be accomplished. 


In addition, a committee member should have 
strong scientific inclinations and a skeptical atti- 
tude toward the claims of the drug companies. 
He must also be able to stand up to any col- 
leagues who may have conflicting ideas. 































The administrator or assistant adminiscrator 
should be an ex-officio member of the committee, 
to act as guide. The pharmacist should also be at 
least an ex-officio member, although I question 
whether he would be satisfied with only a non. 
voting membership. 


At the first meeting, the committee should de. 
cide how its decisions will be presented to the 
medical staff and carried out. The adminisirator 
can be of great service here. It should also decide 
on meetings, time, place, and frequency. The com. 
mittee should not go longer than three months 
without convening; one month is a good interval, 


The pharmacist is responsible only to the ad- 
ministrator. The committee controls only the 
individual staff members, but it should function 
broadly. It should sponsor suitable educational 
programs on drugs and their use. It should study 
problems involved in the proper distribution and 
labeling of medications. It should evaluate clinical 
data regarding new drugs and prevent unnecessary 
duplication of the same basic drug or its combi- 
nations. 


It should recommend additions and deletions 
from the hospital drug list and develop a basic 
drug list or formulary. It should recommend 
policies regarding the safe use of drugs and re. 
view reported adverse reactions to drugs admin- 
istered. It should also periodically evaluate medi- 
cal records in terms of drug therapy. 

The committee must also set up automatic 
policies for stop orders, and procedures for order- 
ing drugs.— Joseph S. Lichty, M.D., executive 
director, Akron General Hospital, Akron; Clifton 
Latiolais, director of pharmacy, Ohio State Uni- 
versity, Columbus; and Walter Frazier, pharmacist, 
Springfield City Hospital. 


Patient Our Most Important Product 


Pharmacists must remember that the patient is 
our most important product. We must re-evaluate 
patient therapy. It is time that we returned to our 
pharmacopeia and got out of the department store 
business. 


The pharmacist should be able to act as a con- 
sultant to the doctor. It isn’t a sin not to know, 
but it is a sin not to find out. 

This is an age of brutal medicine. Many dan- 
gerous and strong drugs are in use. It is not 
uncommon for a doctor to put a patient on an 
antibiotic and then “forget” to take him off it. 
It is then up to the administrator or the phar- 
macy committee to make official inquiry of the 
doctor’s plan for his patient. The pharmacist 
should be on the lookout for cases like this. 

I believe that the drug company which spent 
money on the original research for a drug should 
receive our support rather than some “johnny- 


Jackie McCreary, Columbus Convention Bureau, registers Sister 
Henry, head nurse, and Sister M. Elizabeth, instructor, Mercy Hos 
pital, Portsmouth. 
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come-lately.””. In my prescriptions I specify trade 
names and resent any substitutions. 

The pharmacist should tell the cost of a drug 
to the medical staff. We are put in an awkward 
position when we prescribe a drug and then find 
out we have cost the patient an inordinate sum. 


When a case is brought before the pharmacy 
and therapeutics committee, it should be weighed 
for validity before an investigation proceeds. All 
staff members do not judge their requests carefully. 

To get the most use of the committee, I would 
suggest noon lunch meetings — lasting an hour to 
an hour and a half —as the best. Also, I believe 
that recommendations of the committee would 
carry more force with the medical staff if they 
were signed by an M.D. rather than by the phar- 
macist. — Robert H. Schoene, M.D., staff member, 
Mount Carmel Hospital and University Hospital, 
Columbus. 


Hospital Infections 





Administration Must Have Awareness 
And a Plan To Combat Infections 

Each of us has a serious responsibility to culti- 
vate acute awareness of the hospital infection 
problem and to maintain a plan of action. 


The administrator should initiate the formation 
of an infections committee, subject to counsel by 
the medical staff. The administrator must not 
only set it up, but give it all possible assistance — 
including full information and a meeting place. 

The committee may expect to be confronted 
with questions like: How can we identify hospital 
infections? Do we have a system? Should we 
culture employees? What do we do with carriers? 
To what extent should they be removed or trans- 
ferred? How can we modify housekeeping 
technics? 

The administrator must want to give every sup- 
port to a sound aseptic technic. Sometimes this 
means a return to technic as some of us tend to 
become careless. It is the administrator’s job to 
see that recommendations are taken to the proper 
person: i.e., a complaint about poor surgical tech- 
nic must be given to the executive head of the 
medical staff. If the program is not followed up, 


Ralph C. Hutchins (I.), assistant superintendent, White Cross Hospi- 
tal, Columbus, and Ivan H. Corner, administrative assistant, Doctors 
Hospital, Cleveland, discuss aspects of day’s activities. 
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it is no good. — Frank C. Sutton, M.D., executive 
director, Miami Valley Hospital, Dayton. 


Nurse Responsible for Medically 

Safe Climate for Patient 

The nurse has the responsibility of creating and 
maintaining a medically safe climate for the pa- 
tient. Good asepsis and observance of fundamen- 
tals are vital. 

Good technic must be recognized and established 
by education. The hospital member’s perspective’ 
must be broadened and the patient’s well-being 
must take precedence over the personality of the 
other staff members. 

Following is a list for special consideration: 
Special areas should be reserved for “dirty” cases. 
There should be no admittance to the O.B. o1 
delivery room without a scrub suit or gown. 
Shoes should be clean and used only for hospital 
purposes. All unnecessary entries in the O.R. 

Pe 





Representing Lima Memorial Hospital, Lima, at the convention are, 
from left: Carter G. Copeland, auditor, Duane C. Zeigler, pur- 


chasing agent, Sherwood A. Versteeg, public relations director, and 
Charles K. Mayberry, assistant director. 


should be restricted. Proper staff members should 
be kept alert to note punctures in gloves. Mask 
technic and mask changing should be kept up to 
quality. Conversation should be eliminated. A 
genuine attempt should be made to avoid bringing 
anything from the patient area to the O.R. Scrub 
technic should be checked. 


Constant vigilance is the price of good asepsis. 
Why do we shun the isolation technic? With a 
little more time and effort we might save the 
patient and employee. It is the only proven way 
to prevent cross-infection. 

We should foster good hand-washing technic. 
We should check disposal of soiled dressings. We 
should check another source of infection, the 
bandage scissors. Some of these become part of 
the nurse’s uniform and are used on patient after 
patient. Special attention should be given to 
urinals, bed pans, water pitchers, and cleaning of 
the patient area between cases. Only when you 
become dedicated to the problem of good asepsis 
do you realize the enormity of the problem. — 
Sister Mary Florence, director of nursing services, 
Good Samaritan Hospital, Cincinnati. 
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Midwest Hospital Association 


e Municipal Auditorium set the scene for the 
3lst annual Mid-West Hospital Association con- 
vention. Herbert A. Anderson, administrator, 
Lincoln General Hospital, Lincoln, Neb., was 
elected president of the association. 

Discussion centered around the hospital of to- 
morrow probing such questions as — What can be 
foreseen? What is our part in the planning? 
from talks 


Following are selected abstracts 


presented at the meeting. 


New Trend 


Providing Extra Services Increases 
Revenue, Cuts Hospital Costs 

While hospitals must provide required services 
such as room, board, and nursing care, they can 
also supply extra, revenue-producing — services 
which the public wants. 


One such activity is building offices in or near 
the hospital for physicians to use in private 
practice. There are now 101 hospitals in 30 states 
renting to 2,647 doctors; 40 percent are small insti- 
tutions, remaining 60 percent large institutions. 


One source of revenue for such a project ,jis 
endowment funds which can be legally used be- 
cause the activity produces hospital revenue. 


While there is no universal policy concerning 
levying real estate taxes on this type of facility, 
it is usually included as taxable. However, the 
hospital’s tax exempt status is not affected and 
neither physician nor hospital is subject to any 
taxes, licenses, fees, or special assessments which 
would not be imposed under other conditions. 


This procedure gives the hospital a 28 percent 
gain in gross income, thereby enabling better pa- 
tient care. In addition, it strengthens education 
programs because faculty is located on campus; 
provides facilities and equipment already avail- 
able to the tenant physician; conserves doctor's 
time and coordinates office and hospital duties; 
establishes loyalty between doctor and_ hospital; 
reduces admission rates because of diagnostic and 
therapeutic agents at doctor’s command. 


Other “extras” which can be undertaken are 
pay parking; lunch rooms for personnel, physi- 
cians, and members of patient’s family; hotel or 
motel accommodations for friends or relatives of 
out-of-town patients; room television and _tele- 
phones; barber and beauty shops; apartment build- 
ings for individuals affiliated with the hospital; 
gilt shops. 
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All these things can contribute to better patient 
care by keeping costs down and putting services 
within reach of a larger segment of population. 
—Frank §S. Groner, administrator, Baptist Me- 
morial Hospital, Memphis, Tenn. 


Future Problems 





Salaries, Rising Living Standards 

Will Increase Future Costs 

Since World War II many factors have contrib- 
uted to rising hospital costs. By studying these 
trends we shall be better equipped to foresee 
future ones and make plans to accommodate the 
inevitable. 

Salary has been a big factor in cost increase. 
In 1954, 64 percent of all cost went toward this 
item. One reliable source has predicted a five 
percent cost increase per year for many years to 
come, attributing much of this to salary. 

Besides salaries, costs are affected by expanded 
service, shorter work week, increased routine nurs- 
ing care, more employees per patient, increased 
building and equipment needs, upgrading of pro- 
fessional hospital schools and less student hospital 
work-hours, reduced patient day stays, competi- 
tion for personnel with industry and government, 
need for highly skilled personnel, control of 
staphylococcus aureus, better food service, advent 
of miracle drugs, desire for more comfort and 
convenience, and general inflation. 

As standards of living rise, people expect more 
of everything, including hospital service. While 
most are willing to pay for it, there are those who 
do not understand increasing costs and, conse- 
quently, resent them. More service requires more 
money. How is it obtained? 


On the patient side, one suggestion is to de- 
velop efficient and wise prepayment plans. While 
avoiding socialization, they assure maximum care 
and put medical services within reach of more 
people. Indigent care can be advantageously pro- 
vided on town, city, county, and state levels with 
prepayment plans as mechanisms. 

Hospitals can procure revenue from individual, 
corporation, and foundation gifts; private loans; 
government grants and loans; and income from 
patients. 

But even if ample funds were received from all 
these sources, expenditures would require careful 
planning. In order to avoid expensive duplica- 
tion and insure efficient and appropriate installa- 
tions, it is forecast that all fund-raising and result- 
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ing construction will be done only after approval 
py local or regional planning councils. 


Our job is to provide special care at minimum 
cost. We must explain cost so people listen and 
understand. This calls for high administrative 
and management levels to participate.— Hal G. 
Perrin, administrator, Bishop Clarkson Memorial 
Hospital, Omaha, Neb. 


Good Planning Needed 





Can Begin Now to Lay Plans 
for Hospital of Tomorrow 


As we consider the hospital of tomorrow, we real- 
ize good planning is necessary for its success. This 
cannot be obtained unless there are properly 
informed personnel and trustees who understand 
all hospital functions and rotate activity around 
them. 


Future hospitals will become centers of health 
responsibility. Acute psychiatric, medical, and 
surgical care will play an important part. More 
rehabilitative services and provisions ior lower 
cost units for long term patients will be required. 
Space allocations for ancillary services will in- 
crease. More ambulatory care will be given. Vol- 
ume of service will increase as well as cost be- 
cause of higher pay scales and service complexity. 

Competent community planning is the only 
way to insure the future of community hospitals. 
Only by this can a comprehensive program of 
health care be accomplished with the least possible 
cost. This involves such things as joint purchas- 
ing, centralized laundry and power plant, and 
provision of medical or surgical service in one 
hospital only. Duplication increases cost. A spirit 
of humility decreases it and fosters cooperation. 


We can begin to prepare for the future by 
stressing correlation of our educational systems. 
Secondary schools should extend education and 
training into the health field. Restrictive laws 
with reference to the age when a person may enter 
nursing should be corrected. Health personnel 
salaries should be kept at a competitive level 
with other vocations. 


Plans should be laid by administration. Our 
administrative responsibility is organization and 
control of facilities. Our planning objective is 
complete and coordinated health care for our 
communities. — Tol Terrel, administrator, Shan- 
non West Texas Memorial Hospital, San Angelo. 


Must Increase Personnel 





Funds, Effectiveness, and Conditions 
Factors in Public Programs 

In setting up training programs to eliminate per- 
sonnel shortages in health occupations, public 
educators must consider three factors — source of 
funds, attainment of effectiveness, and necessary 
program conditions. 


To qualify for federal and state vocational 
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funds, training must be under public supervision 
and control and cannot be on a professional level. 
Instruction must prepare trainees for specific jobs 
or upgrade employed workers. General educa- 
tional training is not permissible. 

For maximum effectiveness, a state-wide pro- 
gram covering various levels of training should 
be developed. Such a project should include 
practical nurse training, encompassing preparatory 
work for adults and high school students, and 
in-service or extension training for licensed practi- 
cal nurses; aid and attendant training involving 
short, intensive courses for those employed or 
planning employment at this level; and health 
service occupations where college or advance pro- 
fessional preparation is not required. 

Necessary conditions are an established need for 
workers, available individuals for training, job 
analysis to ascertain what needs to be taught, 
suitable instruction materials, and cooperation be- 
tween interested groups. — Merton Wheeler, direc- 
tor, industrial education, State Department of 
Education, Division of Public Schools, Jefferson 
City, Mo. 


People Important 





Urges More Emphasis on Personnel, 
Less on Equipment and Facilities 

While facilities and equipment must be kept up- 
to-date, we sometimes concentrate too much on 
modernization of equipment and facilities and too 
little on upgrading of personnel. People are more 
important to sick people than stainless steel; 
quality of personnel is more important than a 
gift shop; a sympathetic staff is more important 
than a new parking lot. 


We need skilled and semi-skilled persons yet a 
majority of those we receive are unskilled. Since 
this is the case, it is our job to develop their 
abilities through a systematic training program. 
Such a project should accomplish better utiliza- 
tion of professional people; improvement of 
worker efficiency and morale, reduction in em- 
ployee turnover due to better adjustment, and 
improved allocation of responsibility. 

In addition to training non-professionals, we 
must help technical personnel keep abreast of 
times. We can urge attendance at programs of- 
fered by national and state hospital associations, 
colleges, and universities. Community hospitals 
can work together by sponsoring special institutes 
or workshops. 

We must sell these programs to our governing 
bodies and convince the public of their necessity. 
We must motivate employees toward participa- 
tion. Too many of them are not aware of hospital 
philosophy and objectives. We must stress the 
human side of hospital work. Sympathy, under- 
standing, and love for the sick constitute our 
service. — The Rev. John J. Flanagan, S.J., execu- 
tive director, Catholic Hospital Association, St. 
Louis, Mo. 


29 











































































S.YOLVYLSININGY 


1$191@ 











































Wisconsin Hospital Association 
. . . Milwaukee, March 12 


Hospital Immunity 





Legislation Would Dissolve 
Hospital Immunity Doctrine 
Through the ages, hospitals have enjoyed the 
immunity doctrine which holds that they are not 
responsible for negligence on the part of their 
agents. This doctrine is based upon the simple 





John W. Rankin, president, WHA, introduces Robert S. McCormack, 
Milwaukee attorney, who discussed Current Legal Matters Affect- 


ing Hospitals. 


theory of contract which is fundamental in law, 
i.e., that both parties must be getting something. 
But charitable hospitals give and do not get. 
Thus they are not parties in a legal contract and 
may not be held liable. 


However, a bill is now before the Wisconsin 
legislature which would do away with this im- 
munity doctrine. Already, 21 of our 50 states 
have eliminated it, basing their action on the 
theory that if, through no fault of his own, a 
patient is injured, he should get something for 
it. Supporters of this position point out that the 
hospital can always obtain insurance to cover 
libel suits. 

The cornerstone of the entire charitable founda- 
tion concept is undermined by this change of 
attitude. Payment of damages or payment of 
insurance premiums must come from the profits 
of a business but, as a non-profit organization, a 
charitable hospital does not have profits. If it 
attempts to maintain a profit to allow for these 
situations, the hospital is then subject to taxation 
as a profitable institution. 


I urge you to do whatever you can to fight the 
elimination of the immunity doctrine.—Robert S. 
McCormack, attorney-at-law, Milwaukee. 


Intensive Care Unit 


Staff Cooperation Needed 
To Eliminate Costly Equipment 


An intensive care unit does not need to have all 
the expensive equipment available today. There 
are basic things that are needed and they can be 
discovered by bringing your staff in on the plan- 
ning and expecting cooperation. When brought 
in at the beginning, a staff is less likely to make 
huge demands for expensive equipment. And 
you will find that you have all the equipment you 
need to render optimum care. 





The average layman who has first been ill at 
home and then goes to the hospital, goes because 
he thinks he will be getting more intensive care 
than he could at home. Because of the nursing 
shortage, however, this is not always entirely pos- 
sible. Every hospital must place its best personnel 
in a special unit to care for the most critically 





Panel discussion on the Intensive Care Unit included James R. 


Kelly (I.), assistant administrator, Presbyterian-St. Luke’s Hospital, 
Chicago; Karl York, administrator, St. Luke’s Hospital, Racine; and 
Mrs. Ruth Wilson, R.N., St. Luke’s Hospital, Racine. 


ill patients and give them the necessary intensive 
care. 

In an average ward or floor, there are 1.79 to 
2.17 nursing hours per patient. In an intensive 
unit there are 7.5 to 9.0 hours per patient. The 
unit should be fan-shaped so the attending nurses 
can observe all the patients under their care 
without walking down a corridor. Also, it should 
be as close to general surgery as possible. 
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The patient is held in the intensive therapy 
unit until his condition warrants return to the 
average ward. However, this presents a problem. 
Only the surgeon can tell when it is time for the 
patient to move and the surgeon, who wants the 
best for his patient, may be unwilling to have 
him moved. Co-operation from the surgeons must 
be stressed. 


Not only does the unit provide better care for 
the patient, but the opportunity to move to an- 





Examining the program for highlights of the next session are, from 
left: Sister Reinoldine, administrator, St. Joseph’s Hospital, Ash- 
land; Sister Cortonn, bookkeeper, St. Joseph’s Hospital, Ashland; 
Sister Maureen, superior, St. Mary’s Hospital, Milwaukee; and 
Sister Roseanne, operating room supervisor, St. Mary’s Hospital, 
Milwaukee. 


other ward is a good morale builder because it 
signifies to the patient that he is getting better. 
Also, well people don’t like to be with the acutely 
ill, and the problems of visitors, flowers, and the 
acutely ill are eliminated. In spite of the extra 
charges in the intensive care units, the patients 
do get a lot of care and attention for their money. 
We've never had anyone complain of the cost. 
You'll never make money on an intensive care 
unit. In fact, I doubt if you’ll break even. But 
we want to give the best possible care. 

At Racine we have a 15-bed unit and operate 
with three nursing shifts. The morning shift 
consists of head nurse, 2 nurses, and 2 nurses’ 
aides. The other shifts each have 2 nurses and 
2 nurses’ aides. We also try to keep a couple of 
beds empty for emergencies. —James R. Kelly, 
assistant administrator, Presbyterian-St. Luke's 
Hospital, Chicago; Mrs. Ruth Wilson, R.N., St. 
Luke’s Hospital, Racine. 


Unlimited Visiting 


Pediatric Patients Need 
Security of Parents 


In previous years, children were rushed to the 
hospital in  life-or-death situations. Now, the 
child who comes to the hospital is generally not 
in a critical stage and his period as a patient 
greatly inconveniences the family, often causing 
resentment. While the mother visits the child, 
the father must do the housekeeping; the mother 
feels she is a failure becanse her child has become 
ill; and the child’s psyche may be ruined by the 
experience. 





MAY, 1959 


How can we improve the hospital experience 
for children? Before the child is a year old, he 
has emotionally attached himself to his mother. He 
has a selfish, possessive, blind confidence in his 
mother’s ability to protect him. Until he reaches 
school age and learns the need for group ap- 
proval, he is mainly interested in his mother- 
figure. 


Unlimited visiting by the parents is one of the 
best medicines for the pediatrics patient. This 
should not, however, be extended to include others 
unless the child has a closer attachment to an- 
other mother-figure. The mother should stay as 
part of the child’s therapy and not as a boarder 
making more work for the nurse. 

In assigning nurses to the pediatrics ward, care 
should be used to provide mother-substitutes. 
When you look at a hospital through the eyes of 
a child, it is a pretty frightening place. At home 
he is used to being cared for by one or two 
adults. At the hospital, he is subjected to not 
only pain and discomfort, but also the insecurity 
of having many strangers attending to him. 


Pre-school nursery school activities should be 
provided for the child. Ward personnel should 
be trained under a nursery school supervisor to 
help keep the children occupied with projects 
thought out by professional people. 


No treatment should be done in or near the 
pediatrics ward that would be upsetting, such as 
blood testing and dressing changes. If possible, a 
separate treatment room should be maintained. 
For the comfort of the patient, pediatric needles 
should be available. Small bottles should be used 
for medicine to eliminate the danger of over- 
dosing. — Nathan Smith, M.D., chairman and _ pro- 
fessor, department of pediatrics, University Hospi- 
tals, Madison. 


Harold C. Gunther (I.), administrator, Menominee (Wis.) Hospital, 
and T. E. Besser (r.), administrator, Hudson (Wis.) Memorial Hos- 
pital, discuss with Everett Jones, hospital consultant, Fort Myers 
Beach, Fla., various points of his speech on the Blue Cross in 
Wisconsin. 
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General Hospitals 


e The Institute on the Care of Mental Patients 
in General Hospitals, held in the Rice Audi- 
torium, Indiana State Board of Health, Indianap- 
olis, March 18-19, drew an attendance of over 
200. Kappa Kappa Kappa, Inc., a service sorority, 
financed the institute and assisted in the planning 
of the program along with the other sponsors: 
the Indiana Association for Mental Health, In- 
diana Division of Mental Health, Indiana Hos- 
pital Association, Indiana League for Nursing, 
Indiana State Board of Health, and the Indiana 
State Medical Association. 


The two-day program discussed financial, legal, 
public relations, and nursing aspects, as well as 
the role of the general hospital in mental illness, 
the use of community resources, and the physical 
facilities required. 

Presiding officers were A. C. Offutt, M.D., In- 
diana State Health Commissioner and secretary, 
Indiana State Board of Health, Joseph R. Brown, 
executive director, Indiana Association for Mental 
Health, Albert Boulenger, administrator, Good 
Samaritan Hospital, Vincennes, and _ president, 
Indiana Hospital Association, and Ethel Jacobs, 
R.N., director, Division of Public Health Nursing, 
Indiana State Board of Health. 


In General Hospital 





Psychiatric Unit Can Be 
Self-Supporting 

Despite an employee-to-patient ratio 20 percent 
higher in our psychiatric unit than in the other 
hospital areas, this 22-bed unit has been self- 


supporting right from the start. After a year and . 


a half of operation, the cost per patient day, 
including depreciation, has been $6 less than for 
medical and surgical patients. 


We believe the primary reason is the lower 
demand for ancillary services in this unit com- 
pared to other parts of the hospital. Pharmacy 
is the main supporting service. Demand _ for 
housekeeping, laundry, linen, and transportation 
is much less. 


There is no extra pay for working in the psy- 
chiatric unit. It is considered a pleasant place 
and assignments are in demand. Meals are served 
to employees without charge, and they eat with 
the patients community-style. 


Patients are charged a flat rate of $16 per day 
for any type of accommodation, including pri- 
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vate, semi-private, and other types, and are moved 

from one to another as required. The unit is 
always locked, but individual rooms are usually 
open. 

It was anticipated that a stay of 60 days would 
be common, but the average has been 18 days, 
The unit has maintained approximately 80 per- 
cent occupancy from the beginning. 

The initial cost of a psychiatric unit is higher 
than a medical or surgical unit of the same size, 
Space is needed for recreation, group dining, con- 
sultation, and occupational therapy. We_ were 
able to install only two-thirds the number of 
beds as a general nursing unit of exactly the same 
area. However, the nursing station can be smaller, 
and toilet facilities are not required for each 
patient. 

We attribute the success of this unit partly to 
the strong public support it has received. ‘Telling 
the public about a proposed psychiatric unit is 
of great importance whether you are rebuilding 
part of an existing building or including it ina 
new hospital or new addition. Our hospital be- 
lieves the psychiatric unit is a necessary service 
of a community hospital.— Walter G. Ebert, 
administrator, Ball Memorial Hospital, Muncie, 
Indiana. 


Point of No Return 





Psychiatric Patient Care 

Concepts Changing 

When we deal with mental patients we must alter 
some of our traditional approaches and consider 
the cultural and social aspects of their environ- 
ments. Doctors and nurses are often too prone 
to interpret and evaluate in their own terms 
rather than in terms of the patient’s experience. 
Our professional training may be too precise, too 
rigid, and too technical to adequately understand 
the patient’s emotional needs. 


The cultural concept of truth is another factor 
to consider. We lie to our patients every day. 
Will this work with mental patients? What do 
you say to the patient who asks, “Am I crazy? 
When you say, “Just a minute,” in answer to 4 
patient’s call, what does this mean? To the nurse 
it may mean sometime before she goes off duty; 
to the doctor it may mean never; and to the 
patient it may mean less than a minute. The 
answers to these questions must come from your 
heart. 
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An Eskimo away from his community for more 
than 13 lunar months cannot return. A mental 
patient away from his environment can reach a 
similar “point of no return.” The mental patient 
returning to his community must assume an en- 
tirely new identity as a result of his illness and 
the reactions of others to it. He can never be 
exactly the same person. This is why it is so 
important that general hospitals establish _psy- 
chiatric units with short stays. 

American social customs are often more bar- 
baric than those of the so-called backward and 
primitive cultures. In the American Indian, 
Eskimo, or Arabic societies the mentally dis- 
turbed are treated with special kindness, under- 
standing, and gentleness, and are usually kept 
close within the family group. They would never 
think of sending them off to prisons or locked 
wards. 

We must guard against setting up little back 
wards that are merely extensions of our large 
state hospitals. Where possible, we should not 
lock our wards. We lock the wards because we 
are afraid and because we lack confidence in what 
we are doing. Remember that about 99 percent 
of the violent behavior occurs prior to hospitali- 
zation. 


Our architecture reflects our own needs and 
fears, and not the needs and fears of the patients. 
No hospital should be built before the philosophy 
of its operation has been developed. — Tirzah 
Morgan, psychiatric nursing consultant, National 
Institute of Mental Health, Bethesda, Md. 


The Real Issue 





Responsibility of General Hospital 
In Care of Mental Patients 


The responsibility for treatment of mental pa- 
tients carried by the general hospital has become 
important because of its increased scope and in- 
fluence and the changes in the nature of psy- 
chiatric treatment. Some mental patients still 
require long-term treatment, but many can be 
treated intensely for short periods in the general 
hospital. 

Two-thirds of present-day psychiatric facilities 
in general hospitals were established in the last 
decade. Today about 11 percent of our general 
hospitals have psychiatric units of some kind. In 
Canada 48 percent have such facilities. About 61 
percent of the units in the United States are in 
private voluntary hospitals. 

Some reasons why the general hospital should 
provide psychiatric care are: the patient can then 
remain in the home community; the patient is 
most likely to receive the individual attention nec- 
essary for intensive therapy; this is in accordance 
with current diagnostic and therapeutic measures; 
complete health services are available to the psy- 
chiatric patient. 

Psychiatric treatment tends to gain in efficiency 
if carried out in general hospitals, and all pa- 
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tients in general hospitals stand to gain if psy- 
chiatry and its skills are available. 


The rural hospital should provide temporary 
and emergency psychiatric services. The hospital 
with 200 beds or more serving a community of over 
50,000 should study the need for psychiatric facili- 
ties in its area, and if necessary establish such a unit. 

In communities of over 100,000 the need is 
obvious. However, expensive duplication of facili- 


ties should be avoided, particularly when a larger. 


unit with complete facilities can more adequately 
meet the need. But all general hospitals should 
have facilities for temporary and emergency cases. 
— Jack A. L. Hahn, F.A.C.H.A., superintendent, 
Methodist Hospital, Indianapolis, vice-president, 
American Protestant Hospital Association. 


Eliminate Stigma 





Must Establish Policy of 
“No Distinction” 


The most important aspect of the public rela- 
tions problem connected with mental illness is the 
traditional view of the mental patient as an un- 
predictable creature who is a threat to self and 
others, a little bit less than human. We must 
help the public accept mental illness as a sickness 
comparable to any other. The goal: a generally 
accepted policy of “no distinction.” 

Despite the optimism expressed by many, the 
stigma of mental illness is still strong. The 
burden of responsibility for changing this lies 
with the hospital and medical personnel. They 
must have a positive and intelligent attitude. 


The best vehicle for public relations in this 
area is an organized mental health association. 
Use the services of these groups; they are eager 
to render assistance. — Joseph R. Brown, executive 
director, Indiana Association for Mental Health, 
Indianapolis, Ind. : 


Some Misconceptions 





Hospital Psychiatric Unit 

Not a Panacea 

The mere presence of psychiatric beds in general 
hospitals will not bring about the great revolu- 
tion many expect. 


The recent symptomatic treatments, e.g. tran- 
quilizing drugs, have not altered the basic nature 
of mental illness. Only skilled psychiatric per- 
sonnel can do that. 

Many psychiatric cases are better treated in the 
home community, but not all of them. In some 
cases isolation from home and community is 
therapeutically necessary. 

We must avoid the practice of putting beds at 
the end of a hall and calling the area a psychiatric 
unit. If you have this type of service then label 
it accurately so as not to mislead the public into 
believing you have a treatment center. — Philip 
B. Reed, M.D., psychiatrist, Indianapolis. 


33 



















































































S.YOLVYULSINIWNGY 


1$191@ 























How One Administrator Answered 
Questions on Hospital Costs 


How can the administrator explain rising hospital 
costs to the public? If you were given an appor- 
tunity to tell the hospital’s side of the story, what 
would you say? 

Dean A. Clark, M.D., director, Massachusetts 
General Hospital, Boston, recently had such an oppor- 
tunity on a national level. To show how he handled 
typical questions, we have selected the following repre- 
sentative questions and answers from the interview 
with him, “Why It Costs So Much to Go to the 
Hospital,” which appeared in the March 16, 1959, 
issue of U. S. News & World Report — The Editors. 


Q. Dr. Clark, why have hospital costs gone up so 
much? 


A. It’s largely because of the increased complexity 
of medical care and the numbers of people — doc- 
tors, technicians, nurses, and others— who have to 
be employed to apply these new techniques... . 


Q. Are people using hospitals too much? 


A. That seems likely. This is hard to prove just 
offhand. There are some data, though. 


In a survey done in Michigan by the state medical 
society — which has never been published in full, 
but of which a summary has been published — the 
opinion of the surveyors was that Blue Cross sub- 
scribers were using hospital days about 25 percent 
more than would be absolutely essential. 


And then there is some indirect evidence in New 
York. There, matched samples of people holding 
Blue Cross and Blue Shield were compared, and also 
people holding Blue Cross and Health Insurance 
Plan of Greater New York coverage. 


As you probably know, Health Insurance Plan 
subscribers have benefits paid for at home and in 
the office or clinic, that are not covered for Blue 
Shield subscribers. 


The survey showed that Health Insurance Plan 
subscribers are admitted to hospitals 20 percent less 
than Blue Cross-Blue Shield subscribers. In some 
areas of the city—we can’t tell exactly why this is 
—they were as much as 40 percent under Blue 
Cross-Blue Shield admissions .. . . 


Q. Do you think government aid can be given to 
hospitals without leading to socialized medicine? 


A. It depends on what you mean by “socialized 
medicine,” of course, but there are all kinds of ways 
in which government aid can be given without lead- 
ing to government control, if that’s what you are 
talking about. For example, the Hill-Burton Act 
construction grants have been extremely beneficial, 


“Reprinted from U. S. News & World Report, an independent weekly 
news magazine published at Washington. Copyright 1959 United States 
News Publishing Corp. 
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and I don’t know anyone who considers that this 
has been in any way socializing hospitals. These are 
grants based on state plans, as you know, and many 
hospitals have benefited all over this country from 
them. There has been no federal control except to 
maintain certain standards, which is reasonable. 

Federal grants for research everybody uses with 
alacrity. There must be more than a million dollars 
a year in federal grants for research right here at 
Massachusetts General, and we've had no problems 
of threatened federal control at all. 


Q. Are patients in the upper income bracket 
charged more than their care costs the hospitals, to 
make up for the hospitals’ loss on charity patients? 


A. This is true to some extent along the Eastern 
Seaboard. This is in the old tradition of charity, 
It’s a little bit unfair in some ways, because it’s sort 
of forced charity. The patient doesn’t have much 
choice in the matter. On the other hand, it’s been 
a custom for a century or more on the Eastern Sea- 
board, especially, for this to be done and it is true, 
by and large, that this is done. 


Q. Do you feel that the burden of taking care of 
the indigent patient should fall more on the gov- 
ernment or the community at large rather than the 
paying private patient? 

A. I certainly do, and there are trends in that direc- 
tion. Now, in Massachusetts, for instance, the pay- 
ment for welfare cases has far more than doubled 
per day in the last seven years due to a new law 
adopted by the Massachusetts Legislature which 
bases welfare payments on the cost of each individual 
hospital. It isn’t quite the full cost, but it’s much 
closer to it than it used to be, and this, I think, is a 
very good thing because it helps to support the 
people, and there’s less need, then, for the private 
patient to have to contribute to this care... . 


Q. Are hospital costs going to be less, or more, of 
a burden to average people in the years ahead? 


A. It seems to me that the problem of medical and 
hospital costs is a very real one, that it has not 
arisen out of malice or out of stupidity or out of 
dishonesty, by and large, but out of two things: 
the increased complexity of services available, and 
the inadequacy of our present insurance and tax 
methods of paying for hospital care. 

When we get adequate comprehensive coverage 
for medical-care insurance, including outpatient and 
home service as well as hospital service, and when 
we have welfare departments everywhere waking up 
to the responsibility of government to pay for the 
care of the needy, then we may find ourselves in a 
situation where the burden is so equitably distrib- 
uted that it no longer is the burden on the indi- 
vidual that it now is or appears to be. 
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PICS 


A SUPERIOR 
METHOD 

OF INTRACRANIAL 
DECOMPRESSION 


Among the numerous intracranial problems 
inwhich Urevert has been shown to be highly 
beneficial, reduction of a pseudomeningocele 
isa striking demonstration of dramatic 
brain decompression. 

Reduction of intracranial pressure with 
Urevert exposes many obscure areas and 
often permits surgical procedures to be 
cattied out with minimum retraction and less 
damage to normal brain tissue. Urevert has 
ben described as “‘far superior in every 
rapect to all other agents commonly used 
for this purpose.”’* 

Indepressed fractures or when intracranial 
pressure is acute, Urevert may be life-saving. 
Administered intravenously, Urevert exhib- 

its only very occasional and relatively insig- 
tifleant side effects. 


: Urea—New Use of an Old Reduction 
and Intraocular 


See B. Soutien 
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Bulging mass completely disappears within 2 hours after the intravenous ad- 
ministration of 256 cc. of Urevert. 
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Clinically developed during the past 3 years, the intracranial 
decompression achieved by Urevert* permits surgical inter- 
vention and correction in many conditions where such pro- 
cedures were formerly regarded as contraindicated or 
technically impractical. Postoperatively, its use is more 
expedient than ventricular puncture or drainage. 





NOTE: Complete information on the indications, dosage and clinical 
background of Urevert is available in a Product Brochure and clinical 
reprints. Write to Medical Department, Traverol Laboratories, Inc., 
Morton Grove, Illinois. 


TRAVENOL LABORATORIES, INC. 


pharmaceutical products division of 
BAXTER LABORATORIES, INC. 
Si aie eee are ronan Poa: Morton Grove, Illinois 
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By John R. Wolff, M.D.* 


@ The problem of the empty obstetrical unit in the 
otherwise overcrowded hospital is in urgent need of 
a solution that cannot wait on pure academic studies. 
It seems that with the facts we now have, we must do 
research on this problem at the community level. 


The major reasons for unoccupied obstetrical beds 
are twofold: the shifts in population and the fact 
that most obstetrical units were built a few years 
ago and designed to care for patients staying ten 
to fourteen days following birth of their babies. 
Today, the usual length of stay is four to five days 
with only an occasional patient remaining hospital- 
ized for eight to ten days. 


Simple arithmetic shows that a_ thirty-bed ob- 
stetrical unit has a capacity of 900 patient days for 
a thirty day month. Allowing for a 90 percent occu- 
pancy and an eight day lying-in period, the unit 
could take care of 100 deliveries per month and 
function to capacity. Nowadays, with patients stay- 
ing four days postpartum, the same 100 deliveries 
will provide only 45 percent occupancy rate. The 
nursery occupancy rate will be affected in a similar 
fashion. Studies of present day occupancy rates on 
| maternity floors will show the high incidence of 
» this dilemma. 


To further expand upon the discussion of this 
problem, I recently saw it first hand in small com- 
munities during a tour of several hospitals varying 
in size from seventy-five beds to two hundred, most 
built since the war under the Hill-Burton Act. The 
findings in general were that the medical, surgical 
and pediatric divisions were filled to over-capacity, 
whereas the obstetrical units were virtually empty. 

I well recall one hospital in particular, in Olney, 
Illinois. This fine institution is the medical center 
of the surroundng area. The medical and surgical 
floors were not only full but patient beds were also 
located in the halls. One physician, a urologist, told 
me how he was forced to conduct all his preoperative 
investigations and treatment in the home. His pa- 
tients were hospitalized only prior to surgery and 
then rushed home so the bed could be readied for 
the next emergency. Cardiac emergencies were often 
denied admittance due to lack of facilities and had to 
accept home care. Everyone at this hospital ap- 
peared to be working to capacity —except in the 

(Continued on page 38) 
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Those Empty Obstetrical Beds 


In one of the two articles following, Dr. Wolff dis- 
cusses the practical problem of empty obstetrical 
beds in the hospital as it relates to both good com- 
munity service and good patient care. Mrs. Bres- 
laver, who authored the companion piece, speaks 
first-hand about an obstetrical unit singled out for 
_—_ study in the extended use of these empty 
Ss. 





By Jean Breslauer, R.N.* 


@ In any pilot study, the need and the solution 
must be searchingly analyzed and concisely presented, 
with the possible advantages and disadvantages 
weighed soberly and without prejudice. ‘Those con- 
cerned with initiating and assuming the responsi- 
bility for the continuing experiment must anticipate 
and adjust to nursing personnel and patient reac- 
tion; prepare for foreseeable problems; and_ brace 
themselves for the impact of secondary, and usually 
unexpected, obstacles. 


In his portion of this article, Dr. Wolff discusses 
the need for utilizing empty OB beds — their empti- 
ness made more incomprehensible to patients in 
genuine need of hospitalization who are put off 
or turned away completely because of “lack of 
beds.” 


This paradox of famine in the midst of plenty 
is becoming increasingly insupportable, both hu- 
manely and financially, to hospital administrators 
and boards of trustees as well as to the lay public. 


In the 100-bed Chicago hospital of which I am 
currently acting director of nursing service (and 
where I was OB supervisor for 1% years after the 
Chicago Board of Health gave the green light to 
put clean gynecological patients in the obstetrical 
department), we have a 28-bed obstetrical unit, a 
labor room and a post-partum room, all on one 
floor, and the delivery room on the floor above. 

Of the 4-bed units, three are set aside for OB 
patients exclusively, the other one for clean gyne- 
cological patients. There are three semi-private 
rooms, two reserved for OB, and one for gynecologi- 
cal patients. When we say “clean” gynecological 
patients, we do not mean those assumed to be free 
of either latent or active infectious conditions. We 
mean patients whose case histories have been me- 
ticulously reviewed; whose suitability for hospitali- 
zation in the OB department has been subjected 
to the finest screening. 

The two types of patients are not mixed within 
a room or unit, but this is the only separation main- 
tained. The sitz baths for post-partum patients are 
the same used by gynecological patients who are 
having trouble voiding. Both use the same showers, 
share the solarium and lounge areas, watch TV 
and play bridge together. 

(Continued on page 39) 
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WOLFF continued 


maternity unit. Here the atmosphere was all peace 
and quiet. No patient was in labor on that day and 
only two patients were in the entire unit. There 
were about twenty-five empty beds. The nursery con- 
tained two babies, and they were due to leave in 
twenty-four hours. 

The entire hospital staff was deeply concerned 
about the problem. Rules and regulations prevented 
the beds being used for other patients as the entire 
area was restricted for obstetrical use only. The 
Board of Trustees was alert to the situation and had 
plans for hospital expansion or remodeling under 
consideration. 

The case cited is only one example of a very 
common situation today among the small community 
hospitals. The only hospitals immune to this prob- 
lem are those in areas where the population bomb 
has burst in the last several years. Here the hospitals 
in their entirety are just behind the expanding com- 
munity. This is especially true of new suburban 
centers and their nearby hospitals. 

But what of the hospitals that have not been so 
fortunately located? Undoubtedly you will agree 
with me that the problem does exist, and that it is 
unfair to the hospital and to the community it serves 
not to make better use of its facilities. A simple 
answer of course is the planning of obstetrical units 
along modern concepts of patient hospitalization — 
but that only serves the future. 


For today we must also establish a solution, and 
one that will be workable under present physical 
plant environments. 


In considering the additional utilization of ob- 
stetrical beds, we immediately encounter the years’ 
long fear of infection, and this attitude of caution 
is justifiable. Everyone is grateful that infection in 
the maternity ward has become virtually non-existent, 
and we certainly cannot afford to lower any barriers 
whereby infection can ever again regain a foothold. 
We recognize the necessity of maintaining eternal 
vigilance against such a dread invasion. 


On the other hand, we must be practical-minded 
while we also constantly guard against any possi- 
bility of introducing infection. Our present day 
knowledge of bacterial spread is greatly increased 
and, we can successfully utilize that to make possible 
the more effective management of the facilities at 
hand. 


The individuals most likely to spread infection 
are hospital personnel and the physicians who see 
patients harboring infection. Our first duty to the 
non-infected patient, especially the obstetrical pa- 
tient, is the avoidance of such contact, and the use 
of proper controls within the hospital. 


There is no question but that any patient having 
an infection must be barred from a clean obstetrical 
unit. Most policies provide for this by placing in- 
fected obstetrical patients in areas outside the ma- 
ternity division. 
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But could not other patients who do not have ay 
infection be admitted to this superclean hospital 
environment? It is only logical to assume that such 
patients would not contribute in any way to an 
inflammatory process. It seems that an effort should 
be made to utilize these empty facilities for such 
individuals. 

Actually in many large teaching centers in various 
areas throughout the country such attempts have 
been made. Patients with any non-infected disorder 
of pregnancy, such as toxemia, renal disorders, and 
cardiac problems, have always been placed on the 
maternity floor. Similarly, patients with ectopic 
pregnancy and non-infected spontaneous abortion 
have utilized maternity beds. Therefore, why not 
place the patient needing a curettement for a clean 
gynecologic ailment, such as functional uterine bleed. 
ing, sterility study, or a diagnostic bleeding problem 
in this environment? 

Since the patient who has an ectopic gestation 
and a laparotomy does no harm to anyone else in 
the obstetrical division, why not place the patient 
requiring surgery for an ovarian cyst or a fibroid 
growth in a similar environment? A patient with a 
prolapse and associated pelvic relaxation is not in 
an infected state. 

Today the obstetrician is also a gynecologist. He 
is in a perfect position to decide on which patient 
can be cared for in the maternity unit without 
upsetting the sterility of the surroundings. 

This increased use of empty obstetrical beds has 
been under consideration by many far-thinking medi- 
cal planners. In Illinois, for example, about three 
years ago such a plan was put into effect on a 
smaller scale. The Board of Health of the State of 
Illinois, under the supervision of Dr. Roland R. 
Cross, and the Board of Health of the City of Chi- 
cago, under the leadership of its president, Dr. Her 
man Bundeson, selected two hospitals in Chicago to 
perform a pilot study of such a program. 


Consultations between the health authorities and 
the hospital people led to a well-controlled plan 
which was then put into practice. And because I was 
then chairman of obstetrics and gynecology at one 
of the hospitals, I could participate in the super 
vision and development of this plan and watch closel) 
as it worked out. 


Although the number of cases involved was too 
small to present valid statistics, as the hospitals 
were small community type institutions, it was shown 
that such a program in itself would do no harm to 
either gynecologic or obstetric patients. Infection 
did not take place in this well controlled environ 
ment. 


What has been learned to date in this study? As 
stated, the non-infected gynecologic patient is not 4 
menace to her obstetrical sister. Placing gynecologic 
patients in the maternity unit frees other beds in 
the hospital at large. The census in general is im 
proved, and the community receives better cate. 
Since most gynecologic patients have diseases requit 
ing elective type procedures, their hospital entranct 
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TOPICS 


can be postponed during peak obstetrical rush pe- 
riods. During this pilot study, no obstetrical patient 
has ever been denied admittance. Since these pa- 
tients were cared for by the same physicians who 
deliver babies, contact with infected patients and 
possible spread was held to a minimum. 


The only disadvantages were those associated with 
traditional hospital policies. Gynecologic patients 
objected to being placed on the maternity floor. 
What would the twenty-year-old single girl, operated 
for an ovarian tumor, say to her friends? What 
would they suspect? 


A simple solution to problems of attitude would 
be to change the name of the floor, and call it the 
“Woman’s Floor.” Yet it seemed difficult for the 
telephone operators, admitting personnel, technicians, 
and some nurses to accept this change. 


One difficult factor in conducting this program 
has in fact, been the resistance to change and the 
lack of desire to experiment and “try something new” 
that one noticed among all too many individuals. 
However, a detailed explanation of the problem to 
the staff and full discussion of the need for their 
cooperation did work wonders. 


Visiting regulations were also an objectionable 
feature, since the surgical patient wanted the entire 
family present. An alert physician could readily 
answer this complaint, but too often did not. 

Very few patients required transfer because of a 
threatened infection. Transferral was less of a 
problem due to the beds being freed by this pro- 
gram, and the need to transfer was divided equally 
between obstetrical and gynecologic patients. 

This pilot study has now been expanded in IIli- 
nois. Several large hospitals have been added to 
participate. However, it will be some time before 
adequate statistics are ready for evaluation. Mean- 
while, realistic and scientifically sound physicians, 
administrators, and health authorities must get to- 
gether and energetically pursue this trying problem, 
so that we can all bring better health to greater 
number of people in safe and speedy fashion. 





BRESLAUER 
(Continued from page 37) 


They visit each other’s rooms freely, and this is 
the greatest morale builder in the entire setup. 
The only time gynecological patients may not visit 
the mothers’ rooms is during feeding time. The 
logical assumption is that this is a precautionary 
measure against contamination; the fact of the matter 
is that we know from experience that both mothers 
and visitors talk too much! 


_ Infants nursed or fed when mothers are engaged 
in animated conversation lack not only sufficient 
food, but the very essential nourishment supplied 
by a close and tender relationship. Too, it is an 
Xasperating and time-consuming chore for nurses 
to take 20 babies out to be fed, only to take them 
back to the nursery unsatisfied and in need of 
supplementary feeding. 
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The reaction of nurses and patients to the ex- 
periment has been excellent. Generally speaking, 
nurses in the delivery room and nursery like their 
work because it has variety, interest and challenge 
on the one hand, and the infinite appeal of babies 
on the other. The post-partum phase, known in- 
elegantly but accurately as the 3 B’s—bosoms, bot- 
toms, and bowels—has limited appeal. In addition, 
the patients fall generally into the same age and 
income bracket, which adds to the sameness. 


We find we are getting better nurses in the broad- 
ened scope offered by the addition of gynecological 
patients with their need for post-operative care, 
dressings, infusions, and other procedures. 


The attitude of the nurses is more than matched 
by that of the patients. The new mother we natu- 
rally expect to have a radiating happiness, but what 
of the woman who has lost her baby by spontaneous 
or surgical abortion, what of the woman who has 
had a hysterectomy, but never a_ baby? 

With few exceptions, the changeover has been 
salutary for every type of gynecological patient ad- 
mitted to the OB unit. The post-operative patient, 
away from the boredom of uneventful convalescence, 
perks up at the sight of the babies. The older 
patient, and we have had several in their seventies 
with prolapsed uterus, relive their own motherhood, 
and happily share their experience and advice with 
young new mothers. 

The woman who has had an abortion receives 
only encouragement and a positive, rather than a 
maudlin, sort of sympathy. When she leaves the 
hospital, she looks ahead to the child she will have, 
rather than back to the one she has lost. 


Even the woman who has had a _ hysterectomy 
while still in her child-bearing years is much less 
depressed than she would be if she were among 
cardiac and cancer patients, especially those in the 
terminal stages of their disease. 


There is, of course, as Dr. Wolff points out, an 
age-and-personality bracket which is sometimes diff- 
cult. This is usually the girl in her twenties who 
feels too sophisticated for her surroundings. But 
she would be apt to create situations anywhere. 


Women in their thirties are sometimes a prob- 
lem, too. Some of them feel that they should be 
married, and hospitalized for the same reason as 
the mothers. Their frustration takes several forms, 
most often in open resentment, or jealousy poorly dis- 
guised as disinterest or disdain. In several instances 
where the wear and tear has been too much for all 
concerned, the patient has been moved. 


The biggest problem we have to cope with in our 
combined operation is the matter of visitors, espe- 
cially in Chicago where regulations regarding ob- 
stetrical visitors are very strict. Originally, in our 
hospital, only the husband was allowed to visit the 
OB patient. In the past year-and-a-half, privileges 
have been extended to two visitors a day, one hour 
and one visitor at a time. 


(Continued on next page) 

















ALL STAR 
PERFORMANCE 


@ SERVICE. The complete, modern line of 
Dittmar-Penn stainless steel surgical instruments 
and hospital specialties, available through your 
local surgical instrument dealer, insures that they 
always have the design you want immediately 
available—eliminating bothersome shopping and 
tedious delays in delivery. Dittmar-Penn dealers 
even welcome your emergency needs and are 
equipped to serve them with dispatch. 


@ QUALITY. Famous for quality for more than 60 
years, you can be sure the finest workmanship 
and materials are used in all Dittmar-Penn 
instruments—the result of constant metallurgical 
research and quality control in manufacture. All 
Dittmar-Penn instruments are outstanding in de- 
sign, long life and functional perfection—and 
are unconditionally guaranteed. 


@ ECONOMY. Because Dittmar-Penn Quality is 
competitively priced—when you buy these instru- 
ments, quality becomes an economy—not an 
expense. 

See your hospital and surgical supply dealer or 
write direct for new 250-page catalog. 


Dittma 








BRESLAUER continued 


The problems created are obvious. The husband 
who must drive his mother-in-law to the hospital 
for her visit, can’t understand why he can’t go along 
with her, even though he had previously visited his 
wife. Yet we cannot, in good judgment, let alone 
in accordance with regulations, increase the Visiting 
time for OB patients, despite the presence of gyne- 
cological patients in the same area. 





Complex as the problem is, its solution can be as 
simple as installing a separate stairway for Visitors 
to gynecological patients. However, since the com. 
bined departments are still in an experimental stage 
in Illinois, it would be impractical to go ahead with 
structural changes, so we make do with sympathetic, 
but firm, tact in dealing with visitors. 

Both the hospital and the health departments 
keep the setup under unrelenting scrutiny. If a 
gynecological patient so much as sniffles— off the 
floor she goes. We submit monthly reports to the 
Bureau of Hospitals, Illinois Department of Health, 
and to the Chicago Board of Health, giving occu- 
pancy data, daily census, and average length of stay. 
Board of Health nurses visit the units every two 
weeks to give first-hand reports. 

Happily, our reports have been consistently free 
of evidence of cross-contamination. When the ex- 
periment was first started, I was personally a little 
dubious; how do we know, for instance, that an 
abortion is not infected? But in the past two years, 
we have had no incidence of thrush, very little diar- 
rhea, and only four babies have had to be isolated. 


It is an experiment which I believe can work in 
almost any hospital, to fill those empty obstetrical 
beds, and bring better nursing care to more people 
in need of hospitalization. 


NEW ENGLAND 
(Continued from page 23) 


found to be a carrier about a year-and-a-half ago, 
and presented a very real problem, especially in 
view of his professional contribution. At the end 
of a long vacation (which the hospital paid _ for, 
inasmuch as he had picked up the infection there), 
he still had a positive culture. Now, fortunately, 
he shows no sign of staph, and continues to prac 
tice, but under careful surveillance. 

We hold preventive measures to be of prime 
importance, and I, personally, hold wound _ infec. 
tion at the time of operation a prime source ol 
trouble. To help control it, we have set up a 
uniform procedure. Gown and mask precautions 
are pasted on the patient's chart; care of contami- 
nated linen, silverware, and equipment is, ol 
course, routine. In the case of an open wound, 
the instruction card gives orders that gloves must 
be discarded after use. This is an expensive pro 
cedure, but it is also our positive insurance that 
such gloves do not find their way back to central 
supply. — Harry Schwachman, M.D., The Children’s 
Medical Center, Boston. 
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velopment program, Pelton & Crane announces the 
new PEL-SONIC WASHER & DRYER for hospital use 
.. at a fraction of the cost of similar equipment. 


With the PEL-SONIC WASHER & DRYER, small uten- 
sils, instruments, glassware become microscopically 
clean, ready for sterilization in just minutes. Ultra- 
sonic energy is generated by passing alternating cur- 
rent through-transducers of barium titanate, which 
then direct sound waves into the liquid detergent 
bath. No water cooling is required, hence no plumb- 
ing connection...and no special wiring. As sound 
waves travel through the solution, cavitation sets in, 
literally cleaning contaminated areas with fierce, 
agitated action... yet ultrasonic action is completely 
gentle and safe, even to the most delicate surfaces. 
And instruments emerge spotless... stainless. 


The PEL-SONIC WASHER & DRYER save you space. 
Made of stainless steel, each unit measures a com- 
pact 18 x 21” — completely portable, ready for use 
anywhere throughout the hospital. The instrument 





basket is roomy enough to hold more than 100 instru- 
ments at a time... including sponge forceps, hemo- 
stats, needle forceps, syringes. 


Anyone can learn the easy-to-operate controls quick- 
ly. Add one ounce of PEL-SOL SURGICAL DETERGENT 
to a gallon of water, turn on switch, insert basket and 
set the automatic timer... from 5 to 10 minutes, de- 
pending on the degree of contamination. 


For continuous best results, always use PEL-SOL, a 
guaranteed blood and pus solvent, the recommended 
detergent for the PEL-SONIC WASHER & DRYER. 
PEL-SOL solution is reusable —for repeated cleanings. 
You change it manually, only when the solution 
becomes cloudy. Order it from your surgical supply 
dealer. A TIME, MONEY & LABOR SAVING ADVANCE! 


The PEL-SONIC WASHER & DRYER belong in all mod- 
ern hospitals. They will pay for themselves in a few 
weeks in extra time available to personnel. 
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THE PELTON & CRANE COMPANY 
Charlotte 3, North Carolina, Dept. T 


I am interested in the new PEL-SONIC WASHER & DRYER. 
0 Please send me descriptive material. 


(0 Please have your representative phone for an appointment 
to demonstrate. 


* 
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Where does Staph start from? 


First, from an infected patient, 
then it is everywhere at once. In- 
fection and re-infection are a con- 
tinuous cycle kept in motion by 1) 
direct contact from the infected 
patient to personnel to another 
patient; 2) direct contact with 
contaminated objects; 3) contam- 
inated dust and lint settling on or 
being breathed in by patients and 
personnel. 


What is the first thing to do to 
control the spread of Staph? 


Make a thorough study of the 
problem in your own hospital. 
Don’t overlook any area of hospital 
service, any patient, or any person- 
nel. This critical evaluation may 
reveal previously unsuspected 
sources for infection, particularly 
in the environment. 


Do all hospitals have the same 
environmental problems? 


Basically, yes, or the same poten- 
tial ones. In addition to known in- 
fection-sensitive areas — such as 
nurseries and obstetric wards, op- 
erating rooms, pediatric wards, 
isolation wards—there is the haz- 
ard of infectious organisms “trav- 
elling” through the entire hospital 
by whatever means is available to 
them. As a result—hospital- 
acquired infections can complicate 
the patient’s case, increase neces- 
sary care, and jeopardize complete 
recovery. Hospital personnel may 
become carriers or even patients. 


How does Staph “travel”? 

Staph is a pathogenic parasite 
which, once outside the human 
host, attaches itself to dust and 
lint and lurks there waiting to be 
stirred up into the air where it can 
invade the human host through the 
respiratory tract or open wounds. 
In human tissues, Staph is hard to 
kill as it multiplies aggressively 
and resists most antibiotics. In the 
environment, dormant Staph can 


Why not let Lehn & Fink help you prevent or control Staph infection? All of 
our disinfectants have been both laboratory and hospital-use tested against 
antibiotic resistant strains of Staph. Technical assistance is available to your 
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live for months — but it can be 
reached and killed quickly if the 
proper measures are taken. 


What are the “proper measures” 
to kill environmental Staph? 


Disinfection. Routine use of the 
proper type of disinfectant on any 
or all surfaces which can become 
contaminated by airborne dust and 
lint, by spray from mouth and 
nose, or by direct contact—floors, 
walls, furniture, equipment, etc. 
Use of the same type disinfectant 
for blankets and lineas from which 
contaminated lint can come. 


What is the “proper type 
of disinfectant’’? 


Phenolic disinfectants have been 
proved effective by every standard 
laboratory test and in actual hos- 
pital infection. In a special report? 
on the A.M.A. Conference on 
Staphylococcic Infections, John W. 
Brown, M.D., states, “The frequent 
and thorough application of the 
phenolic germicides (disinfec- 
tants) in proper concentration has 
accomplished more toward elimi- 
nating airborne bacteria from a 
hospital environment than any 
other method”. 

Lehn & Fink’s Amphyl®, O-syl®, 
Lysol®, and Tergisyl™": are all 
phenolic compounds. 


Do these Lehn & Fink disinfectants 
kill other organisms besides Staph? 


Yes. The action of L&F disinfec- 
tants is termed “broad spectrum”. 
Besides being staphylocidal, they 
are tuberculocidal, fungicidal and 
widely bactericidal—killing organ- 
isms common to the hospital such 
as those causing infant diarrhea. 


What about costs? Will increased 
control measures increase 
operating costs of the hospital? 
No. After continued experience 
with Lehn & Fink disinfectants, 
Ralph Adams, M.D., reports,” “An 


Infections Committee or individual department heads. 


AMPBYL®, LYSOL®, and 0-sYL® disinfectants and TERGISYL"™”: detergent- 


disinfectant are staphylocidal, bactericidal, fungicidal and tuberculocidal. 


1. J.A.M.A, 166 :1185, Mar. 8, 1958. 2. Res. Physician 4:112, Sept. 1958. 


_ The 10 questions most often asked 
about the Control of Staph 


“ 


Lehn & Fink 


PRODUCTS CORPORATION 


important job recognized as such, 
interested personnel, and good 
methods are all needed to achieve 
a cleaner, safer hospital — yet at 
no substantially greater mainte. 
nance cost—particularly when the 
cost of infections is taken into ac. 
count”. A well-correlated infection 
control program can stabilize op- 
erating costs. 


Whose responsibility is it to see 
that there is a “‘well-correlated” 
infection control program? 


First, the administrative head of 
the hospital, but he cannot do it 
alone. He needs an effective Infec- 
tion Committee to assist him. Real 
control requires the help of every 
department head and everyone in 
each department. Much specific in- 
formation is available on proce- 
dures which apply to specific de- 
partments. The Administrator 
needs the cooperation of everyone 
in establishing standardized meth- 
ods. Since the Housekeeping De- 
partment reaches into every part 
of the hospital and has the job of 
keeping the environment aseptic- 
ally clean, its responsibility is 
great. 


Where can the hospital turn 
for practical information on 
disinfection methods? 


To improve control quickly, the 
best source is the established dis- 
infectant manufacturer. Lehn & 
Fink has been solving the problems 
of environmental disinfection in 
hospitals since 1874. We hope you 
will draw on this experience. The 
information we can provide will 
save time and trouble in analyzing 
your infection problem and insti- 
tuting effective controls. Amphy], 
Lysol, O-syl and Tergisyl are all 
effective phenolic disinfectants. 
Each-has individual characteris- 
tics which frequently determine 
your choice for standardized use. 
Samples and detailed literature 
will gladly be sent on request. 


4 Professional 
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Probing the Outpatient's 


“Ability to Pay” 


By J. A. Rosenkrantz*, M.D., 
Eva Weiss, R.R.L., and 
Bernard Tresnowski, M.P.H. 


e The frequency with which patients seek medical 
care in Outpatient departments varies with the eco- 
nomic problems of a community. Many patients pre- 
fer not to visit a hospital clinic when they can meet 
the costs of private care. The same individuals may 
later be compelled by financial reverses to obtain 
medical treatment in outpatient departments. 


Some communities operate on a continuously low 
income standard, and in these one would expect to 
find increased numbers of clinic visits. Too, in 
communities where earnings are dependent on one 
major industry, strikes and layoffs may influence 
the peak loads of outpatient department activities. 

In view of the great variety of patients’ financial 
problems, and the medical agency’s wish to fairly 
distribute what services it has available, often a 
method must be found to evaluate the patients’ abil- 


*Dr. Rosenkrantz is administrator, Albert Einstein Medical Center, South- 
em Division, Philadelphia. Miss Weiss and Mr. Tresnowski are assistant 
administrators of the same institution. 
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ity to pay. Particularly is this true in hospitals where 
there are special endowments for charitable or re- 
duced rate “clinic” care, or where the institution 
itself assumes the responsibility for a percentage of 
such care. 

It is essential that any method for evaluating a 
patient’s financial eligibility for clinic care be simple. 
It must also yield relatively uniform results. It 
must be possible to select instances where it is neces- 
sary to reduce admission fees and_ special service 
charges. Patients whose financial status places them 
above the top level of a scale must be referred to 
private physicians, just as those at the bottom must 
be accepted as free patients. 

In former years the social worker rated patients. 
When necessary, visits could be made to homes or 
places of employment; or, if the patient indicated 


(Continued on next page) 
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Financial Status (see Figure 2) is taken. This re- 
veals total family income and major expenses. This 
information is applied to the Income Scale for Out- 
patient Clinic Charges (Figure 3), and the clerk is 
then able to classify the patient, determine the visit 
charge and, at the same time, the percent of ward 
rates for special services. 

As of the last census, and this may be changed 
by now, the median income was between $1,228 
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ALBERT EINSTEIN MEDICAL CENTER Li 
SOUTHERN DIVISION proc 
STATEMENT OF PATIENT’S FINANCIAL STATUS long 
TOTAL INCOME | PER MONTH MAJOR EXPENSES PER MONTH the 1 
1. Wages of principal 1. Rent or mortgage payments and 
wage earner | Property taxes man 
| the 
2. Wages: others in 2. Automobile payment whe 
family | Make Year The 
| Cf 
3. Income from: — 2 inpioumee IS a 
Rent shou 
Relief or welfare 4. Other installment ; 
Compensation payments kno 
Insurance by ] 
Pension 5. Other regular payments — are 
Others (specify) (specify) a 
Total Monthly Income ; fy 
Total Monthly Expense Total Monthly Expenses = 
——___—_——_ —_——_—_— -—_— --—-- — al anc 
Available for Living Expense Comments: ing 
| HEREBY CERTIFY THAT THE ABOVE INFORMATION IS CORRECT to t 
SIGNED: : ¥ 
peat 
sea 2 a eee er Se ee ep = cler] 
ee pres 
STATEMENT OF MEDICAL CONDITION sand 
Patient’s diagnosis - ow 
fron 
Approximate number of clinic visits per month: 
Estimated dollar value of special services needed per month: 
Registrar’s evaluation: 
Figure 2. 
“ABILITY TO PAY” continued and $2,874 per annum in the area in which this Classi 
; : ; hospital is located. Modifications of the scale will tion C 
he was in debt this, too, could be verified. In modern sical. “Aas mn eae : : <a 
— : : be necessary for communities with higher or lower j 
medicine, the social worker has become an integral i a 
‘ : a 5. economic levels. 
part of the medical team and rating is now carried 
out by semi-specialized individuals or clerks. These It is necessary that patients be reinterviewed every ar 
changes make it even more important that any three to six months and classification altered, be- 
“means test” be uncomplicated enough to be accu- cause the financial status of the patient changes. 
rately applied by an average employee. The previous method employed by the outpatient ; 
At the Albert Einstein Medical Center, Southern department personnel was dependent on the _per- 
Division, Philadelphia, Pennsylvania, a “means test” sonal feelings of the rating clerk. By comparison, t 
was instituted which appears to meet these require- the present plan has increased the income per clinic 
ments. It has been found effective as well as fair— visit by 20 percent. Furthermore, it is more con- 
to the patient, the community, the hospital, and the sistent. It provides an impartial yardstick which is e 
local physicians. applied to all patients alike. 
This plan is now recommended to all hospitals We have had a great many very instructive experi- k 
located in similar socio-economic communities. ences. It would be difficult to record them all. For 
The procedure is simple. The patient presents example, the clerk is not always certain that the 
himself to the outpatient department where he is patients give complete and honest information. Be- 
interviewed by the clerk. A socio-economic history cause formal investigations are too costly they are ) 
is obtained and recorded on a history card (shown not included in this plan, though on occasions pa 
in Figure 1). Where the patient is unable to pay tients are asked to present paycheck stubs as evr 
the regular full clinic fee, a Statement of Patient's dence of the exact gross pay earned. 


Conscientious clerks are sometimes disturbed by 
patients who argue or shed tears to try to influence 
them to assign lower ratings. One patient used ever) 
technic in the book to obtain a low rating, onl) 
to be seen driving away from the clinic in an expen- 
sive car. At a subsequent visit the patient was com- 
fronted with this information and _ reclassified on 
a full-pay basis. This patient now comes regularly 
and pays all charges without question. 
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Length of service will temper those parts of the 
procedure still left to each clerk’s judgment. The 
longer the individual works with the procedure 
the more understanding and sympathetic she becomes, 
and the more she can sense a needy case. However, 
many patients refuse to accept their ratings even 
when the clerk has been sympathetically liberal. 
The clerk is understandably irked by a patient who 
is already rated down and still feels that his fees 
should be lower or free. Often, even when a patient 
knows that our fees are much less than those charged 
by private physicians, he will still assert that they 
are exorbitant! 

Then there are patients who become “clinic-wise.” 
Those rated at full charges exchange information 
and experiences with other patients and, in succeed- 
ing visits, demand that the clerk reduce their rates 
to the others. In clinics where patients make re- 
peated visits this is especially likely to occur. The 
clerk must be gentle but firm. For those who can 
present real evidence of new financial strain ratings 
may be reduced, but by constant rechecking other 
patients may be rated upward or even excluded 
from the subsidized clinic care. 


More problems seem to arise with patients who 
are classified at low pay rates. The lower the rate 
the more the patient wants free services. Many prob- 
lems are caused by prescriptions for expensive medi- 
cations which must be paid for. In this instance 
the physicians can be of great help by either pre- 
scribing less expensive but effective medications, or 
by reducing the quantities ordered. The patient 
can often meet smaller charges and return for refills 
upon physician’s orders. 

Many patients rated at the lower end of the scale 
also feel that x-rays and laboratory studies should 
be performed free. Most often this is resolved by 
having the patient pay for the studies on a time 
payment basis. 

Familiarity with patient reactions has only inte? si- 
fied the effectiveness of our rating method. Bas‘caily 
the system devised for our hospital has proven effec- 
tive for use by average clerks rather than by those 
with specialized training. This has made it noteworthy. 
Because of its uniqueness it is offered as a guide for 
all outpatient departments, where it might function 
equally well if proper allowances were made for com- 
munity differences. 


Figure 3. 


ALBERT EINSTEIN MEDICAL CENTER — SOUTHERN DIVISION 
INCOME SCALE FOR OUTPATIENT CLINIC CHARGES 













































































NUMBER OF PERSONS DEPENDENT ON INCOME 
this Classifica- Charge For Each Addi- 
will tion Code for Visit Earnings 1 2 3 4 5 tional Dependent 
ower A $2.50 Year $2700.00 $3375.00 $3895.00 $4415.00 $4935.00 Plus $520.00 
Month 225.00 282.00 325.00 368.00 411.00 a 43.00 
Week 52.00 65.00 75.00 85.00 95.00 “ 10.00 
every B $2.00 Year $2220.00 $2775.00 $3295.00 $3815.00 $4335.00 Plus $520.00 
, be- Month 185.00 234.00 277.00 320.00 363.00 ” 43.00 
eS. Week 43.00 53.60 63.60 73.60 83.60 u 10.00 
seit Cc $1.50 Year $1740.00 $2175.00 $2695.00 $3215.00 $3735.00 Plus $520.00 
1uien Month 145.00 181.25 224.25 267.00 310.00 “8 43.00 
per- Week 34.00 41.80 51.80 61.80 71.80 a 10.00 
risen, D $1.00 Year $1260.00 $1575.00 $2095.00 $2615.00 $3135.00 Plus $520.00 
clinic Month 105.00 131.25 174.25 217.00 217.25 ” 43.00 
con: Week 25.00 30.30 40.30 50.30 60.30 “ 10.00 
ich. is E $ .50 Year $1080.00 $1350.00 $1870.00 $2390.00 $2910.00 Plus $520.00 
Month 90.00 113.00 156.00 199.00 242.00 a 43.00 
Week 21.00 26.25 36.25 46.25 56.25 a“ 10.00 
x peri- F ; NO CHARGES 
For FOR THOSE SUPPORTED BY THE JEWISH FAMILY SERVICE — ASSOCIATION FOR 
. he JEWISH CHILDREN — SOCIAL SECURITY WITH NO ADDITIONAL INCOME 
. Be: anaes ema same ae 
‘y are x pee THIS CATEGORY REPRESENTS SOME FORM OF THIRD PARTY PAYMENT 
a pa- i.e., D.P.A. — P.M.T.A. — COMPENSATION — ETC. 
s eVi- —— —— a naa a 
PERCENTAGE OF CHARGES FOR SPECIAL AND ANCILLARY SERVICES 
ed by Classification Laboratory X-Ray Drugs—Casts, Etc. Others 
juence A 100% 100% 100% of ward rates 100% 
every 
B 75% 75% 3%" " 8 75% 
only 
ex pen- Cc 50% 50% 50%" ” " 50% 
is con- D 25% 25% 25% ” ” “ 25% 
ed on E 10% 10% 0%" 4" 10% 
rularly 
F 
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SURGICAL GUT | SILK | COTTON | NYLON | POLYETHYLENE | STAINLESS STEEL | ATRAUMATIC® NEEDLES—STANDARD OR PRE-CUT LENGTHS 


oTAND 


DiLE 


on safer, individually-packaged SURGILOPE SP” sterile suture strip pack 


e complete line in double-envelope strip pack eliminates all 
storage jars and solutions... checks cross-contamination at the 
suture level! 


e no broken glass to damage sutures, cut gloves and fingers, or 
invade operating field : 


e loose coil replaces reel...eliminates kinks, avoids excessive 


> 


handling 


e simple, speedy technic cuts preparation time... reduces waste 
by allowing extra sutures to be opened as needed 


e boxes instead of jars means no breakage, convenient storage, 
easier handling 


*Trademark Patent Pending 


SEE THIS IMPORTANT 0.R. FILM 


SURGILOPE SP*—A Safer Suture Dispensing 
Technic. Introduction by Carl Walter, M.D, 
F.A.C.S. 


20 min., sound & color, 16 mm. Available 
through your Surgical Products Division repre: 
sentative... or write direct. 


a, CYANAMID Be 
AMERICAN CYANAMID COMPANY — 
SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK, N. Y. 


SALES OFFICE: DANBURY, CONNECTICUT 


PRODUCERS OF DAVIS & GECK BRAND SUTURES AND 
vim” BRAND HYPODERMIC SYRINGES AND NEEDLE 
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“Piggy Back” System for Outpatient Sections 


Fifth in a series on potential uses of electronic 
computers by hospitals 


By John 


@ The handling of patients in an outpatient depart- 
ment has been a particularly thorny problem for 
hospitals. The larger the clinic the more intensified 
the problem often becomes, since the variety and 
quantity of routine clerical tasks are multiplied. 


Records must be pulled for next day’s appoint- 
ments and then re-filed after current history has 
been written in. This is a lengthy and thereby diffi- 
cult task which offers an important problem. 


The problem of scheduling appointments without 
causing delay to doctor or undue waiting for the 
patient has also been apparently insoluble. In gen- 
eral, everyone is asked to come in at 7:00 A.M. 
or 8:00 A.M., and then required to wait his turn to 
see the doctor. 


Hospitals are constantly exploring systems which 
might help the situation. In some cases, patients 
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This diagram shows the progress of the patient, accompanied by his 


data, as the “piggy back” system takes over. 
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have been given punched cards wtih data including 
name, hospital number, service, date and time of 
appointment, and fee to be charged. The difficulty 
is that such cards are not designed to be carried 
around singly. They bend or tear if carried in a 
pocket or purse, and after the usual seven-day period 
between appointments are of no value. Moreover, 
there is currently no equipment that can read a 
single card and transmit the information to a com- 
puter, or similar device for recording the visit, and 
set up a new appointment. 

The “piggy back” system combats these deficiencies 
by utilizing punched tape from the Commercial Con- 
trols Flexowriter. This tape is strong; it can be 
twisted and folded, within reason, and will still 
maintain its control feature. It is inserted on the 
back of the patient’s clinic card, in an envelope, 
“piggy back” style—hence its designation. 





ANY HOSPITAL NO.—— 


Clinic Card for—___— 





___Service 


Established Fee $——— —____ 






APPOINTMENTS SERVICE 


(All missed appointments MUST be paid for) 











With a “piggy back” pocket on the back to hold the patient’s infor- 
mation tape, cards like these form a simple basis for an electronic 
outpatient file. 


The Flexowriter system also offers an automatic 
electronic method of scheduling appointments for 
any of 30 different services, for at least 28 days in 
advance. Moreover, the doctor has seen the patient, 
the original entry is stored in the machine’s “mem- 
ory.” No physical records need be filed. 

This equipment has its own built-in “memory” 

(Continued on next page) 
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“PIGGY BACK” SYSTEM continued 


clinic employees that his visit has been validated, 




























and does not need a computer “tie-in.” It can thus © Have his prevous clinical record in front of the 
be used even without the full data processing  sys- right doctor at the right time. 
tem for hospitals which has been discussed in this e Up-date clinical record as a result of this visit, 


series. * . : . 
e Give patient an appointment for next visit. 
The use of the specially designed “Converter” elim- 
| inates wire-connecting equipment. A comparatively 
inexpensive tape reader in several locations of the 


Check register for day against appointments to 
determine who “did not show.” 


outpatient department reads the patient’s “piggy © Check register against collections to determine 
back” tape and transmits—without wires—to a single if each visitor paid proper fee established by So- 
Flexowriter such data as a register of clinic visit, cial Service or hospital policy. 
cash receipts journal for clinic, accounts receivable, e Transfer to patient’s accounts receivable data on 
and the appointment set-up for the next visit. The those who did not pay. 
use of the “Converter” permits the equipment on 
Soe ngage ae : : —— ITY OF DOCTOR T Lit 
which it is installed to transmit the data signal over RESPONSIBIL OF DOCTOR TO CLINIC 
the AC power input to the unit. The effective range (This is not susceptible to electronic control.) 
is about 15 miles. e Be in the right clinic at the right time. 
Alter the clinic has closed for the day, the three e Immediately dictate findings to a_ stenographic 
or four Flexowriters required may be taken to the pool before seeing next patient. 
stenographic pool and used on a night shift to - : , 
en 7 aay : 2 a e Give patient coded card of some sort to indicate 
transcribe medical records. A Flexowriter is a full- cae a ul ; im 
; ; * next visit, transfer to another service, or admis- 
keyboard IBM electric typewriter with attachments 2 Jay é ‘ : 
: : Di nteiak ; sion as an inpatient. 
that punch eight-channel tape, an edge-punched 
card (or an IBM card direct) which is programmed — RESPONSIBILITY OF CLINIC TO DOCTOR 
with another tape—at one and the same time. e Properly schedule visits to utilize doctor’s time 


REQUIREMENTS FOR PATIENT CONTROL _'*®:- Dest. advantage. 


e Have clinical record of patient in doctor’s hands 
when patient is being interviewed. 
e Register him in. _______ ESTABLISHING CLINIC ELIGIBILITY 


e Collect for clinic visit. 


e Be sure patient is in right clinic at right time. 


This is done through existing regulation. After 
e Give patient some evidence he may show to other clearance through social service or other agency, 
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PLEXITRON® SOLUTION AND 
BLOOD SETS WE USE. THE 
BROCHURE YOU HAVE EXPLAINS 
EACH ONE IN DETAIL. FRANKLY, 
You'Lt GET SO YOU TAKE THEIR 
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the patient is given a clinic card which has name, 
number, service and fee to be paid (full-pay, part- 
pay, or free). 

This information is typed on a Flexowriter which 
produces a record of social service interviews. As 
it types the clinic card, the same information is 
picked up in tape (name, number, service and fee). 
A second entry is made, on a second Flexowriter, of 
full statistical data, birth date, maiden name, etc., 
in order that medical records can be searched to 
establish no previous visit. 


ADMITTING PROCEDURE 


e New patient requiring attention same day: Give 
clinic card and tape from machine No. 1. The tape 
is inserted in a “piggy back” envelope attached to 
clinic card. A slip of paper is stapled on card read- 
ing, “New —no medical record.” Patient is escorted 
to outpatient department and introduced to recep- 
tion desk. Procedure from this point is the same as 
for regular patients. 





e Old patient requiring attention same day: Same 
procedure as for new patient except that slip is 
stapled to card.* “Old patient —secure medical 
record.” Old patient is escorted to outpatient de- 
partment and introduced to reception desk. Medical 
record is produced under one of the alternative plans 
described below. 


*The punch card produced will search records to discover any discrepancies 
between old data and data given to Social Service at time of this visit. 
If there are discrepancies, an exception card will be punched out by Com- 
puter and routed to Social Service. Social Service then, at its option, may 
request the entire record printed out and call the patient in to reconcile 
discrepancies. 





© Old or new patient with appointment at future 

date: 
(a) Same procedure as above except machine 
No. 2 (which punches IBM card) will have the 
date of next appointment typed on it. This pro- 
duces a second IBM card which will print out 
the “appointment register’ and secure medical 
record for proper day and service. 
(b) Social Service will be responsible for receiving 
calls on cancellations. These will be checked on 
cancellation sheet (sample attached). Cancellation 
notice will be typed on machine No. 2 to produce 
IBM card that will throw the original appoint- 
ment out of deck. Cancellations will be used for 
new patients. 

——OUTPATIENT DEPARTMENT PROCEDURE 

e Before patient arrives: 
(a) A master list of all patients to be seen by all 
services is prepared. As many extra copies for par- 
ticular service as required are also prepared. 


(b) The medical record must be produced and in 
front of right doctor at right time. 


The master list is produced from the IBM card 
punched in Social Service (for new visits) and from 
card produced by clerk who sets up the new appoint- 
ment. 

This list has date and time of appointment, hos- 
pital number, patient’s name, service, and fee to 
be charged. A fifth item, name of doctor, may be 
added if desired to patient’s “piggy back” tape. This 


(Continued on next page) 
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“PIGGY BACK” SYSTEM continued 


will automatically reproduce at any time the tape 
is run through the machine. 


The deck of cards that has produced the master 
list is retained for two final procedures described 
below: determination of no shows and _ reconcile- 
ment of cash received. 

The entire medical record is maintained in the 
computer’s memory on tape. The method for up- 
dating will be described later. The patient’s admit- 
ting number is the “address” in the computer’s 
memory for locating record storage. 

A problem in large clinics is the similarity of 
name. Sometimes, two consecutive records will have 
a common name that is similar. In these instances, 
a second, modifying “address” is used. This can 
be a wife’s maiden name, date of birth, social secur- 
ity number, or any factor that, in the judgment of 
the hospital, is sufficiently different to establish com- 
plete identity. 


The medical record can be produced in one of 
two alternative plans (a matter of hospital policy) 
—the night before by special crew, or at the time 
the patient registers in. If done the night before, 
the master list deck of IBM cards is sorted by service 
and sequence of appointment (a feature of “piggy 
back” is a definite time for each patient at each 
service). 

After sorting, cards are run through computer — 
which is now programmed to print out on a high 
speed printer as much of each patient’s clinical his- 
tory as doctor wishes or hospital procedure requires. 


A study in several large clinics indicates that about 
65 percent of the doctor’s requests were for only the 
last two visits. However, he may want the entire 
record, and if he does it is only a matter of a few 
minutes to print it out. Patient’s number is the key 
to this operation. The record, as printed, is on a 
continuous roll, by service and in order of appoint- 
ment. Appropriate sections are detached and sent to 
the designated service, where they are in order for 
next day’s appointment. 


After the patient has been seen, his record may be 
thrown away. It is swiftly available again from the 
machine’s “memory.” 


If desired, the record may be produced in clinic 
reception area. After patient registers, visits cashier, 
and receives validation, he could next visit the rec- 
ord clerk. The clerk could then run “piggy back” 
tape into the tape reader at her station. This would 
actuate the memory, and the record would be 
printed out in the reception area on an auxiliary 
printer. 

This method, while practical, has several disad- 
vantages. The auxiliary printer, particularly its 
wiring, is expensive. Moreover, a messenger must 
deliver the printed copy to the doctor or service in- 
volved since it is probably not advisable for the 
patient to carry his own clinical record. 


A third alternative could involve closed-circuit 
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TV. When doctor sees his patient, he could dial the 
patient’s number; the computer would print out the 
clinical record, and the doctor could read it by TV, 
By means of a code system of lights or audible siguials 
the doctor could inform the computer operator 
about disposition of the record. 
e After patient arrives: 
(a) Reception clerk. 
Patient presents his card, which has the 
“piggy back” tape, to reception clerk. She runs 
tape through a motorized tape reader whiich 
types out “record of visit’ by remote control 
on second machine in Social Service office. It 
also, at the same time, punches out IBM card 
with identical information as on tape. ‘This 
card is used, as described below, to determine 
“no shows” and reconcile cash collection. ‘The 
tape, as you recall, contains fee to be paid per 
visit, date, and hour of appointment. Patient 
is directed to cashier. 
(b) Cashier. 
“Piggy back” tape is taken from clinic card 
and run through a tape reader. This machine 
types out “cash receipts journal” for the out- 
patient department by remote control. It also 
actuates an auxiliary machine which prints 
out, visually, a receipt for each patient. The 
receipt can be retained for income tax pur- 
poses, and it can also serve as evidence to other 
clinic personnel that proper fee has been paid. 
The remote control Flexowriter (machine 
No. 2) also cuts an IBM card. This card will 
be used as described below, to prove cash 
and check on patients who possibly missed the 
cashier. The patient is then directed to proper 
service, or to medical records clerk, if that 
method of securing the medical record is 
adopted. 
(c) Clinic service clerk. 
The patient arrives at proper service. He 
shows validated receipt to clinic service clerk 
as authority to see the appropriate doctor. 
The patient sees the doctor. After conclusion 
of visit, the doctor gives the patient a card 
which indicates next appointment. This could 
read, “No further visit unless uncomfortable.” 
“Seven days.” “Refer to E.N.T.,” etc. Pa- 
tient then presents his clinic card, with 
“piggy back” tape, and coded card for next 
appointment, to clinic service clerk. 


The clinic service clerk has an appointment reg- 
ister machine. This is keyed for all services and can 
handle appointments for 28 days in advance. ‘The 
time intervals are set by each service and are based 
on the average amount of time required per visit. 
If E.N.T. requires an average of 15 minutes per 
visit, and starts at 8:00 A.M., each appointment is 
scheduled for appropriate time 
ments will be charged for). 


(missed appoint- 


The time interval for each service can be changed 
at any time. Each time interval is in five minute 
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units. Assume this is for E.N.T. clinic, and patient 
has appointment for seventh day following. The 
clerk plugs in E.N.T. and seven. She. depresses an 
“interrogation key,” which actuates circuits and de- 
termines that 10:45 A.M. on seventh day following 
is time open for this patient. This is visually dis- 
played in front of her. The machine then auto- 
matically considers this time filled and advances to 
11:00 A.M. for seventh day for next interrogation. 

Clerk then inserts patient’s tape from his “piggy 
back” envelope, and runs it through her Flexowriter. 
She manually types in 10:45 A.M. on seventh day 
following. This is a visual record of visits to her 
service. It also automatically produces an IBM card 
with name, clinic number, service, fee to be charged, 
and date and time of next appointment. 

This card, together with similar card prepared in 
Social Service, is put in an appointment deck. The 
resulting deck of cards is sorted each afternoon to 
produce the master appointment list for the next 
day’s operation. 


If the doctor changes the service for the next 
appointment, the clerk first secures an appointment 
in appropriate service (her panel can handle all 
services the hospital offers). The new service, data 
and time of appointment are typed out, producing 
a new correct tape. The patient’s clinic card is en- 
dorsed for the new service. 

e After patient leaves: 

(a) The doctor should immediately dictate his 

report to stenographic pool, who will type out 

on Flexowriter during afternoon and evening, and 
present it to the doctor for signature. 

(b) This operation produces IBM card as a by- 

product. 

(c) If there are no changes, after doctor’s signature 

the card is run into the computer and thus into 

memory. 


(d) The signature on typed-out record is sug- 
gested, as a medico-legal requirement. The filing 
of signed copies would be a matter of hospital 
policy. 

(e) The card produced at the reception desk is 
run through a collator to match the appointment 
card. The “no show” cards will be automatically 
discarded. The discarded cards are run through a 
printer, after matching with cashier cards to pre- 
vent errors, to produce a “no show” list. Medical 
records will take this list and make proper en- 
dorsement on clinical record in memory. 

(f) The cashier’s card is then collated first with 
reception desk cards to determine if all patients 
have paid proper fees. If there is a difference, the 
exception card will be thrown out. This can then 
go to patients’ accounts receivable or clerica! errors 
adjusted in department. The cashier’s card is then 
matched with the ‘‘no show” list to determine if 
patient went directly to cashier and by-passed re- 
ception desk. As a further check, the cashier's 
card could be matched with the master appoint- 
ment deck of cards. 
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City vs. Country Health Insurance. How does the 
proportion of health insurance compare in a city like 
New York with the nation generally? Answer (ac- 
cording to a bulletin of the Hospital Council of 
Greater New York) is that “the proportion of the 
population insured is the same in New York City 
as in the United States, no higher and no lower.” 


The bulletin reports that in the spring of 1958, 
71 percent of the population of New York City had 
hospital care insurance, compared with 70 percent 
for the United States at the end of 1957. 


Possible explanations: 


The increase in the number of Negroes and Puerto 
Ricans residing in the city — groups whose rate of 
enrollment in medical prepayment plans is only half 
as high as that of the white population. 

A higher proportion of employer-paid policies in 
New York City than elsewhere. 

More free ward care in New York City — possibly 
tending to keep some people from buying health 
insurance. 


Hospital Utilization Study. The Hospital Service 
Corporation of Western New York (the Buffalo, N. Y., 
Blue Cross Plan) has prepared an analysis of hospital 
utilization by Blue Cross subscribers in its area 
which provides considerable data of interest to hos- 
pital administrators. 


Findings of general interest in the analysis include 
the following: 

The figures on average length of stay between 
1956 and mid-1958 showed an almost steady increase 
from 7.7 to 8.0 days — with a low of 7.6 in the second 
quarter of 1956 and a high of 8.3 in the first quarter 
of 1958. 


Of the 34 hospitals surveyed, 23 showed an in- 
crease in the average stay. 

Administrators reading the report are urged to 
give thought to the question of to what extent, in 
cases of lengthy stays by individual patients, the 
stay may be determined by choice and judgment, 


*Chairman, State of New York joint legislative committee on 
health insurance plans, 
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“or, in other words, what number of days — give or 
take — might these patients instead have stayed with- 
out materially affecting their welfare or progress of 
their convalescence.” 

To assist administrators in answering questions 
such as these, the analysis contains considerable 
data for comparison concerning types of cases and 
length of stay. 

No information is given in the analysis concern- 
ing the availability of copies. Inquiries on this point 
should be addressed to the Corporation, 298 Main 
Street, Buffalo 2, New York. 


More Dental Insurance Called For. Dr. Leroy E. 
Burney, Surgeon General of the United States Public 
Health Service, said in Chicago during February that 
the dental profession had “lagged somewhat” in the 
development of insurance plans. 


Speaking at the centennial luncheon of the Chi- 
cago Dental Society, Dr. Burney cited pre-payment 
and insurance plans backed by organized medicine 
and_ hospitals. 


“It is of the greatest potential significance to the 
oral health of this country,” he said, “that several 
state dental associations have established dental serv- 
ice plans. Others are expected to follow shortly.” 


New Dental Insurance Plan. The Dental Insurance 
Plan, Inc., 76 William St., New York 5, started 
advertising its service late in March. It is available 
in 17 New York counties, including those in New 
York City. The basic plan costs individuals $1.50 
a month, families $5.65. This includes an annual 
examination, necessary annual x-rays, cleaning and 
scaling plus routine fillings, extractions, etc. Pre- 
existing conditions are covered and any dentist may 
be used in the counties where the plan is licensed. 
Over 1,000 dentists are reported enrolled and com- 
mitted to accepting Plan fees as full payment for 
services to Plan subscribers earning $6,000 a year or 
less. Subscribers earning more than this amount or 
using dentists not in the Plan, are reimbursed tor 
dental fees according to the Plan schedule, pay the 
difference between the schedule and the dentist’s bill. 
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sy. SEALED-IN” STERILITY 


longer lasting, surer protection against bacteria 


THE PROBLEM: How to eliminate time consuming, expensive sys- 
tems of re-sterilization and re-circulation. 


THE FACT: Steroxcide Gas effectively penetrates and sterilizes the 
contents of sealed polyethylene containers. 


THE SOLUTION: Seal, sterilize and store in- 
struments, equipment or supplies in poly- 
ethylene film. After sterilization, gas quick- 
ly dissipates through film, but air and bac- 
teria cannot penetrate. The new sterility 
is literally “sealed in’’! Items are STERILE 
SEALED. Sterile shelf life is prolonged in- 
definitely. 


| wo 
truis 


Another serviceable achievement made pos- 
sible by the Castle Sterox-o-matic System 
—first gas sterilizing system developed for 
hospitals. 


supe 
tor 
of n 
i 
nurs 
THE STEROX-0-MATIC SYSTEM virtually runs itself—pro- 

viding automatic control of time, pressure, vacuum, tem- 

perature, humidity, and gas concentration through all 

process phases. The Castle Sterox-o-matic Straightline 

Sterilizer right, incorporates both controls and chamber 

in one compact unit. 


STERILE SEALED ...Heat and moisture 
sensitive items such as cystoscopes, 
catheters, anesthetist masks and cam- 
eras are polyethylene sealed and steril- 
ized in the compact Straightline Sterox- 
o-matic. 





| would like to begin this column with the following 


truism for all hospital administrative personnel: 
“Hell hath no fury like a woman scorned, or a 
director of nurses with traditional responsibilities 
shorn!” 

In a recent column we suggested that the O.R. 
supervisor might report to the assistant administra- 
tor for professional services rather than the director 
of nurses. Then the roof fell in. This is the type 
of “fan mail” that I received from directors of 
nurses: 











—“A nurse is a nurse and should report only to 
another nurse, no one else.” 
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' -“I have been reading your column and must 
Sadmit that it occasionally has some excellent material. 
"However, I have noted a definite chauvinism in 
Pyour writing. It became blatant in your recent 
‘column when you stated that the O.R. supervisor 
could report to someone other than the director of 
| nurses.” 



































—“I believe that your suggestion to remove the 
/O.R. supervisor from under the direction of the 
nursing department is detrimental not only to the 
nursing profession but to the hospitals as well.” 


























While it is difficult to discuss this subject ra- 
tionally against a background of emotionalism, I 
would like to point out several things: 




















l. Organization must be based on the most effec- 
tive grouping of functions and responsibilities. This 
does not necessarily follow strictly professional or 
occupational lines. 























2. The assumption that types of training or pro- 
fessional classification should determine the organi- 
tational pattern of a hospital could be carried to a 
tidiculous extreme, for example, making secretaries 
report only to other secretaries. 























3. My critics seem to overlook the fact that the 
director of nurses reports to the administrator of 
the hospital, who is usually not a nurse. If the 
principle that nurses should report only to nurses 
is carried out completely, then to whom should the 
director of nurses report? 
































4. If the superprofessional attitude of nurses con- 
inues, one can expect that eventually nurses will 
speak only to nurses. What will happen to the 
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By John G. Steinle 





much-heralded need for communication in the hos- 
pital? 


Q. Where organizationally do you recommend the 
placing of the admissions department? 


A. Generally, the admissions department seems to 
function best under the assistant administrator for 
business affairs or the organizational equivalent to 
this title. 


Q. Do you have any suggestions for expediting 
credit determinations at time of admission? 


A. Yes. In up to 80 percent of admissions, either 
the patients themselves or members of their imme- 
diate families have been previously admitted. There 
is no better credit reference than previous credit 
experience. 


One method of maintaining credit files is the 
“adverse” technic. A 3x5 file is kept on all patients 
who have defaulted on payments—those who were 
previously unable to pay the account in full and 
those who were unusually slow in making payments. 
Thus, if a patient or members of his immediate 
family had been previously admitted, according to 
information obtained promptly from the record 
room, and none of them was listed in the adverse 
file, then granting immediate credit would be war- 
ranted. 


The knowledge that such credit records are kept 
will be of value in making collections. One of the 
routine collection letters may make reference to 
the fact that failure to make prompt payment may 
delay admission of the patient or member of his 
family. This reference has to be carefully worded, 
however. 


Other useful tools for establishing credit readily 
are the cards issued by national associations, such 
as the American Express Co. and The Diners’ Club, 
and joint retail credit cards issued in many com- 
munities. 


Readers are encouraged to send in questions they 


THE EDITORS. 


would like Mr. Steinle to discuss. 
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@ Liability for Negligence of Employee 


@ An official of a hospital in California asked in- 
teresting legal questions, as follows: 


“When and under what circumstances is a 
hospital corporation liable and responsible in 
damages for injuries to a patient caused by a 
hospital employee? When is the rule or doctrine 
of respondeat superior applicable?” 


Modern higher courts consistently hold that a hos- 
pital corporation’s liability for injuries to a patient 
is not dependent upon the exercise of negligence 
of the hospital’s official in employing the employee, 
or of knowledge that the employee was an unfit 
person for employment, but is based rather upon 
the doctrine of respondeat superior, which makes 
the hospital corporation responsible for the acts 
of the employee done in the discharge or perform- 
ance of his work. The act of the employee done 
within the scope and in the exercise of his em- 
ployment is, in law, the act of the hospital corpora- 
tion itself. The rule of respondeat superior rests 
on the power which the superior has a right to 
exercise, and which, for the protection of third 
persons, he must exercise, over the acts of his sub- 
ordinates. The negligence of an employee is im- 
putable to the employer, on the reasoning that, 
when the employer has such power and control 
over the acts of an employee, it becomes his duty 
to exercise that power and control so as to prevent 
injury to others. The theory is that the thing the 
employee is doing is done in obedience to the em- 
ployer’s will. He is acting as an arm of the employer 
and his tort is therefore the master’s tort. The lia- 
bility of the employer grows out of the act of the 
employee and is his liability because of the relation- 
ship of master and servant, and the servant, because 
he is acting as the arm of the master. 

For instance, in Andrew v. Cafaro Memorial 
Hospital, 147 N. E. (2d) 645, the testimony 
showed facts, as follows: One Andrews had a leg 
injury and she was admitted into the Cafaro Me- 
morial Hospital. An intern was graduated as a doc- 
tor of osteopathy and he entered the hospital's serv- 
ice shortly thereafter. This intern cleaned Andrews’ 
wound, subjected her to a skin test to determine 
sensitivity to a tetanus antitoxin, which he testified 
was negative, and administered tetanus antitoxin 
to her. 


Andrews continued to work for ten or eleven 
days thereafter, and then suffered from “serum sick- 
ness,” which she contended resulted directly and 
proximately from the negligence of the intern in 
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Review of Hospital Law Suits 






By Leo T. Parker 
Attorney at Law 


the administration of the tetanus antitoxin and from 
not waiting sufficiently long after making such test 
before administering the tetanus antitoxin. Andrews 
sued the hospital corporation for heavy damages. 


The hospital corporation defended the suit con- 
tending that it could not be liable in damages for 
injuries to Andrews upon two grounds: first, that it 
is a corporation operated not for profit; and second, 
that it is not responsible for negligent acts of the 
intern. 


The higher court refused to agree with these con- 
tentions of the legal counsel employed by the hos- 
pital and held that the intern was a representative 
of the hospital corporation, acting within the scope 
and course of his employment, and that the acts of 
the intern while engaged in such employment were 
chargeable to the hospital. The court quoted: 

“In this case the law is that to enable plain- 
tiff (Andrews) to recover she must establish, 
among other things, that the defendant hos- 
pital (Cafaro Memorial Hospital) failed to use 
ordinary care in the selection, instruction or 
retention of the employee intern if the hospital 
authorities knew, or in the exercise of ordinary 
care should have known, of his incompetence 
to render the service which he would likely 
perform in the employment or retention. The 
institution must use ordinary care to deter- 
mine the fitness of the employee and must 
use ordinary care to instruct him in his duties 
and of the authorized scope of his duties, the 
area of his authorized service and similar mat- 
ters relating to the service which he was to 
perform. He must not be hired and simply 
turned loose to perform any service he desires, 
regardless of the scope or range of such serv- 
ices.” 


—__—— LICENSE REGULATIONS ARE VOID 
A hospital executive asked this question: 

“How can I tell or determine whether or 
not a law or regulation is invalid which is in- 
tended to license pharmacists, and other em- 
ployees in our hospital?” 

Modern higher courts consistently hold that the 
business of dispensing drugs is so nearly related to 
the public health that it may be regulated by law 
and reasonable regulations which tend to protect 
the public. On the other hand, no health agency or 


(Continued on next page) 
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LAWSUITS. continued Burns at that time admitted in Garner's presence bou 
that he had filled the prescription for Mr. Hillis, and 
| board can legally require druggists to submit to Garner denied that he had filled the prescription, arm 
examinations before receiving a permit, unless a and denied that he had previously known that Mr, disc 
state law specifically gives the particular agency Burns filled the prescription. afte 
or board of health this authority. The higher court held that Garner's license could val 
For illustration, in Wetterer v. County Board of not be revoked because the evidence did not Posi- “a 
Health, 146 N. E. (2d) 846, a state law clearly tively prove that Garner had aided or abetted or arm 
provides that municipalities through their legisla- consented for Burns to fill the prescription for bar. 
tive bodies may provide for the licensing of various biturates, or that he knew or had reason to believe L 
persons including pharmacists. Also, the state law that Burns intended to fill the prescription. The had 
extends to County Boards of Health certain duties court said: and 
imposed upon the board by municipal corporations. re : ; ; T 
=< vata * state law gives this partons directly The most that ~~ chown by the evemenee is mal 
to the County Board of Health. ne evened es mak Rew ames por vege -s skir 
; large portion of the seconal capsules in the 
The lower court held that the County Board of drug store and that the owner, Mr. Burns, fact 
Health had authority from this state law to license filled the prescription in question for Mr. Hillis this 
various persons and require them to pass an exam- in Garner’s absence. So far as the evidence mal 
ination before the County Board of Health. shows, the filling of this prescription by Burns 
It is interesting to observe that the higher court was without Garner’s knowledge or consent.” t 
promptly reversed this verdict, and said: ¢ 
&: fj ‘ INGREDIENTS ARE HARMFUL ¢ 
We are impelled to the conclusion that — ; ; 
there is neither expressed nor implied power A few weeks ago a higher court held that a 
in a Board of Health of a general health dis- company which sells harmful ingredients to a manu 7 
trict to enact rules and regulations providing facturer of medical supplies may be liable in dam- cal 
for the licensing.” ages, although the manufacturer knew that the in- of 
gredients were harmful. tur 
MUST HAVE KNOWLEDGE For instance, in Spitzer v. Bradshaw-Praeger and me 
A few weeks ago a higher court held that the Company, 135 N. E. (2d) 114, it was shown that a ~ 
state board cannot ordinarily revoke a pharmacist’s manufacturer of hair lacquer, sued a seller from - 
license, on the uncertain grounds that he permitted which it bought an ingredient, for heavy damages. my 
an unlicensed pharmacist to fill a prescription. The seller disclaimed liability on the grounds that 
There must be definite and positive proof. the manufacturer continued to sell the hair lacquer yy 
For instance, in Garner v. State Board of Phar- ter he knew that the ingredient was harmful. A 
macy, 304 S. W. (2d) 530, the testimony showed the In fact the testimony indicated that the manufacturer a 
State Board revoked the license of one Garner, who continued to use the harmful ingredient in his plo 
is a pharmacist. Further testimony proved these hair lacquer and sell it to druggists after he knew 7 
facts: Garner, a registered pharmacist, was employed that it was harmful to users. F 
in that capacity in a hospital drug store, of which It is interesting to observe that the higher court I 
Mr. Earl Burns is the owner. Earl Burns is not a held that these facts would not prevent the manv- 148 
registered pharmacist. One day Burns filled a pre-  facturer from recovering damages from the seller vn 
scription for one Hillis. Thereafter, on the same company and said: whi 
day two investigators for the State Board of Phar- mf ; All 
macy secured a search warrant and went to Burns’ “Defendant (seller) argues that it is mot liable inn 
drug store. They found Garner in his living quar- because plaintiff (manufacturer) continued to Sui 
ters in back of the drug store “apparently asleep.” sell the product after he knew the ingredient liak 
. | was harmful. There can be no doubt there to | 
: was ample evidence to sustain plaintiff’s case.” Mc 
| “SAFE-BAND” RESTRAINT - 
| S 1. ——————MANUFACTURER IS NOT LIABLE Ff hoy 
FOR WRISTS, WAIST, Recently a higher Federal Court held that a effe 
ANKLES, ARMS manufacturer of a drug product is not liable to a pat 
y person who is allergic to it, unless the testimony r 
listed or acdiosed hn shows that the manufacturer should have foreseen a 
ae. on, er ee possibility of serious injury to users and should have the 
= 3 ry, warned prospective purchasers of likelihood of injury. 
oner’’ feeling that patients 
ie en a ee For illustration, in Wright v. Carter Products, , 
type buckle. Write for circular. 244 Fed. Rep. (2d) 53, a woman named Wright sued , 
$975 AT YOUR DEALERS! Carter Products for heavy damages. She alleged that : 
OR WRITE TO: she sustained personal injuries from use of a de- ' 
DUXE PRODUCTS 205 Keith Bidg., Cincinnati 2,0. odorant and anti-perspirant distributed under the 
tradename “Arrid.” Mrs. Wright testified that she ; 
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bought a jar ot Arrid at a drug store, used it once, 
and immediately thereafter contracted a rash in both 
armpits. he rash soon subsided and Mrs. Wright 
discontinued the use of this deodorant for a time, 
after which she again applied Arrid. As a result of 
the last application she sustained a severe case of 
contact dermatitis, which initially was confined to 
an eruption in both armpits but later spread to her 
arms, and to other parts of her body. 


During the trial she proved that the manufacturer 
had advertised that Arrid was “safe,” “harmless,” 
and “would not irritate the skin.” 

The testimony showed that for several years the 
manufacturer had received only 373 complaints of 
skin irritation caused by Arrid, although the manu- 
facturer had sold over 82,000,000 jars. In view of 
this testimony the higher court refused to hold the 
manufacturer liable in damages to Wright, and said: 


“No evidence was adduced at the trial to show 
that the defendant (manufacturer) was negli- 
gent in the preparation of the particular batch 
of Arrid that precipitated Mrs. Wright’s con- 
dition.” 


The higher court went on to explain that since 
only a very small proportion of the potential users 
of the deodorant may sustain injury, the manufac- 
turer could not be held liable for injuries to Mrs. 
Wright unless a jury or lower court may decide that 
the manufacturer was negligent by failing to foresee 
a definite possibility that Mrs. Wright may suffer 
injury. 





EMPLOYEE CANNOT TESTIFY 


A higher court has rendered an unusually impor- 
*tant decision holding that a statement by an em- 
ployee of a state, county or city-owned hospital, 
tending to result in the hospital’s liability, will not 
be admitted as evidence. . 

For instance, in McGrath v. State of New York, 
148 N. E. (2d) 879, it was shown that an incompe- 
tent person named McGrath was seriously injured 
while an inmate in the Hudson River State Hospital. 
Allegedly she was pushed or assaulted by another 
inmate, causing her to fall and break her right hip. 
Suit was filed against the state for imposition of 
liability upon the state for alleged negligent failure 
to provide adequate supervision. The only evidence 
McGrath had to support her claim for damages was 
entries in the hospital records purporting to show 
how McGrath was injured. This entry was to the 
effect that McGrath had been pushed by another 
patient. 


Although the lower court accepted this evidence 
and held the state liable in damages to McGrath, 
the higher court reversed the verdict, saying: 


“Concededly, unless such statements are ad- 
mitted, there is no proof to establish the manner 
of the happening, as the event was otherwise 
unwitnessed. . . . The fact that the employee 
was required to keep records provides no reason 
for treating such records based solely on hear- 
say as an admission against binding the state.” 
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EXPLOSION-PROOF % THERMOSTAT CONTROL 


STERILE SOLUTION WARMER 


The only explosion- proof 
surgical heating unit of its 
kind. Proven throughout the 
nation as a low cost multi- 
purpose piece of equipment 
designed to save time and 
effort in operating rooms and 
wards alike. Once the basin 
containing the heated sterile 
solution is placed in_ its 
receptacle, the warmer’s heat- 
ing element maintains con- 
stant temperature until the 
basin is removed. 

This leaves the circulating 
nurse to be more efficiently 
utilized in other phases of 
the operation. 





Adjustable thermostat con 
trol keeps solution at fixed 
temperature indefinitely. 





Approved by 
Underwriters’ Laboratories 
for explosive atmosphere 


THE ss P. O. BOX 247 
401 COMPANY « CLINTON, OKLA. 


INSTRUMENT 

NEW STERILIZERS 
RAPY 

IPMENT 


LIME SOLVENT pee 
(KLENZADEY 

et 

MED-I-SOLV 


for Hospital Equipment i ¥§ 


An Organic Acid Detergent 


Mey SPECIMEN 


CONTAINERS 
Removes 2 insanitary mineral films 


from stainless steel, glassware, plastics, 
metals, enamel, and other surfaces. 


CATHETERS 
“yy 
Restores « and protects original 


luster and finish. Destroys odor and 
contamination sources. Enhances germi- 
cidal treatment. INT IN Y Walt 


For Further Information Write 


KLENZADE PRODUCTS, INC. PXcLr\ ls, 
BELOIT, WISCONSIN EQUIPMENT 
Visit Our Booth — Cath. Hospital Show 
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eee COLD” STERILIZATION 
WITH THE AMERICAN 


ae 


Climaxing more than eight years of intensive 
research and development by American 
Sterilizer, the Cry-O-Therm establishes wholly 
new standards for cold (gaseous) sterilization 
of instruments and wrapped or pre-packaged 
surgical and laboratory supplies. Simple 

to install, easy to operate, fast, safe and 

fully automatic, the Cry-O-Therm provides 
the first completely practical technique 

for hospital sterilization of heat- or moisture- 


sensitive items. 


stu Exclusive —~ 


new gaseous sterilizing agent known as 
Cry-OXCIDE has been developed by 
Amsco. In convenient, disposable, aerosol 
containers, Cry-OXCIDE combines 
ethylene oxide and inert gases in a low- 
pressure, non-flammable, non- 


explosive mixture. 





AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 


























as fast as two hours. 





Offices in 14 Principal Cities 


Square 16” x 16x 30” chamber. 4 
has ample capacity for largest 


endoscopic instrument. Fully 


Write for bulletin SC-310. 





automatic with full-load cycles Pe 
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Mrs. Margaret Altmann, R.N.—has 
been named supervisor of nurses, 
Citrus Memorial Hospital, Inver- 
ness, Fla. She was previously with 
Munroe Memorial Hospital, Ocala, 
Fla. 

Ralph C. Bartlett — has been ap- 
pointed administrator, St. Agnes 
Hospital, Raleigh, N.C., succeed- 
ing W. Gordon Poole, who resigned 
to join the North Carolina Medical 
Care Commission as hospital an- 
alyst. Mr. Bartlett was formerly 
assistant administrator at St. Agnes. 
LeRoy E. Bates, M.D.—has been 
named director, Union Memorial 
Hospital, Baltimore, Md., succeed- 
ing Carroll D. Hill. He was previ- 
ously an assistant director, Ameri- 
can Hospital Association. 


Spotswood B. Bowers—has been ap- 
pointed administrator, Roanoke 
Rapids (N.C.) Hospital, succeed- 
ing T. J. Alford who retired. Mr. 
Bowers was formerly assistant ad- 
ministrator. 

Frank Ceruzzi—has been named as- 
sistant administrator, Wake County 
Hospital Authority, Raleigh, N.C. 
He was previously administrator, 
Davie County Hospital, Mocksville, 
N.C. 

Mrs. Virginia M. Demedovich, R.N. 
-has been appointed director ol 
nurses, Ft. Walton Beach (Fla.) 
Hospital. 

0. D. Dickerson, Jr. — has been 
named administrator, Okaloosa Me- 
morial Hospital, Crestview, Fla., 
succeeding James Wilson. Mr. 
Dickerson was formerly adminis- 
trator, Barber Memorial Hospital, 
Butler, Ala. 

Henry Fabrick—has been appointed 
acting business manager, Pennsyl- 
vania Hospital, Philadelphia, suc- 
ceeding Herman S$. Mehring, who 
retired. 

Elmer D. Gilbert—has been named 
acting administrator, Washington 
County Hospital, Chipley, Fla., 
succeeding Isabella Williams who 
resigned. Mary Lynch, R.N., has 
been appointed acting director of 
nurses. 

John W. Hardin, R.N. — has been 
named director of nursing service, 
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Personally Spea 


Sister Miriam Thomas, administrator, Good Samaritan Hospital, Suffern, N. Y., 





and Dave 


Greenstein, member of the hospital’s advisory board, accept a bequest of $50,997.95 from 


Frederick Collishaw, executor of the Frank Maloy estate. 


The bequest is designated for a 


private hospital room in the new East Wing. A silver plaque, over the door, will be inscribed 


the Frank and Selena Maloy Memorial Room. 


Indian River Memorial Hospital, 
Vero Beach, Fla. M. B. Parker has 
been appointed pharmacist at the 
institution. 


Pauline Hart—has been appointed 
director of dietetics, University 
Hospitals, Cleveland, Ohio. She 
succeeds Helen Mallory who re- 
ured. Miss Hart was formerly op- 
erations adviser for Food Manage- 
ment Inc., Philadelphia. 


Ritz E. Heermann — has resigned 
as general manager, Lutheran 
Hospital Society of Southern Cali- 
lornia to become 
president. 


executive vice- 

He is succeeded by George E. 
Peale whose previous position as 
superintendent, California Hospi- 
tal, Los Angeles, is being filled by 
Samuel J. Tibbets. 


Arthur Carlson, assistant super- 
intendent, Santa Monica (Calif.) 
Hospital, succeeds Mr. Tibbetts as 
assistant superintendent at Califor- 
nia Hospital. 


Jeanette Hunter — has been ap- 
pharmacist, Duval 


pointed = chiet 


Medical Center, Jacksonville, Fla. 
Russell Jennings—has been named 
head of laboratory service, Palm 
Beach General Hospital, Lake 
Worth, Fla. Mr. Jennings is pres- 
ently secretary-treasurer, Florida 
State Medical Technologists. 

Harris B. Jones — has been ap- 
pointed administrator, Community 
Memorial Hospital, Sterling, Hl. 
He was formerly administrator, 
Washington (la.) County Hospital. 


Alvin Karp—has 
been appointed 
issistant dire c- 
tor, Rancho Los 
Amigos Hospi- 
tal, Downey, 
Calif. He 
formerly person- 
nel officer, Los 
Angeles Depart- 
ment of Chari- 
ties. 

Henry W. Kolbe, M.D.—has been 
appointed executive director, Phil- 
adelphia (Pa.) General Hospital. 
Alfred C. LaBoccetta, M.D. who 


(Continued on next page) 
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PERSONALLY SPEAKING 
continued 


was acting director, will serve as 
medical director. 
Herbert M. Kyle —has been ap- 
pointed administrator, Cape Fear 
Memorial Hospital, Wilmington, 
N.C., succeeding C. D. Cunning- 
ham. 
R. O. Maxwell — has retired as ad- 
ministrator, Scotland County Me- 
morial Hospital, Laurinburg, N. C. 
The position is being temporarily 
filled by Dace Jones. 
# David L. Odell 
—has been ap- 
pointed dire c- 
tor, Olive View 
Sanatorium, San 
Fernando, Calif. 
He was formerly 
assistant direc- 
tor, Rancho Los 
Amigos Hospi- 
tal, Downey, 
Calif. 
Albert B. Osborne, Jr.— has been 
appointed administrator, Dunklin 
County Memorial Hospital, Ken- 
nett, Mo. He was formerly ad- 





SAFELY 
DISINFECT 
LINENS AND 
BLANKETS 


San Pheno>o X will not 
stain or discolor! 


Tests prove San Pheno X all- 
purpose germicide creates an 
effective bacteriostatic activity 
against a wide variety of micro- 
organisms, including Resistant 
Staph when used on linens 
and blankets. 

Easy to use. Add San Pheno X 
to final rinse before laundry 
sour. Will not stain, discolor 
or leave an odor. 

Write for complete test results. 
Ask for Huntington’s Research 
Bulletin, ‘San Pheno X in the 
Laundry.” 


HUNTINGTON 


LABORATORIES 
HUNTINGTON, INDIANA 


Philadelphia 35 « Jn Canada: Toronto 2 | 
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ministrator, Centreville (Ill.) Town- 
ship Hospital. 


James L. Rogers—succeeds George 
Laycock as administrator, Cleve- 
land Memorial Hospital, Shelby, 
NEG. 

Nicholas T. Verrastro—has been 
named administrator, Pascack Val- 
ley Hospital, Westwood, N.J. He 
was formerly assistant administra- 
tor, Waterbury (Conn.) Hospital. 
Mrs. Myra D. Vinnedge, R.R.L.— 
has been appointed medical rec- 
ords librarian, Fort Pierce (Fla.) 
Memorial Hospital. 

Paul G. Wedel—succeeds Daniel W. 
Hartman as administrator, Wil- 
liamsport (Pa.) Hospital. Mr. Hart- 
man, who had served in that capac- 
ity since 1943, will become execu- 
tive director of the hospital's build- 
ing development program and con- 
sultant to the executive committee 
of the board. Mr. Wedel was for- 
merly assistant administrator. 
VA Appointments 

William S. Middleton, M.D.—has 
been reappointed chief medical di- 
rector of the VA, for an additional 
four-year term. 

John M. Rumball, M.D.—has been 
named director of medical service 
for the VA in Washington, D.C. 
He was formerly chief of medical 


service at VA Hospital, Coral Ga- | 


bles, Fla. 


Irvin J. Cohen, M.D.—succeeds Wil- 
liam W. Fellows, M.D., as VA as- 
sistant chief medical director of 
planning. 


New Officers 

Richard L. Johnson, secretary, 
AHA Council on Administrative 
Practice, has been appointed direc- 
tor of administrative services of 
the AHA. 

Appointed director of _ profes- 
sional services and secretary of the 
AHA Council on Professional Prac- 
tice, was Madison B. Brown, M.D. 

* * * 
Harold G. Koach, administrator, 
Binghamton City Hospital, was 
elected president, Central New 
York Regional Council. 


His fellow officers are: Alfred 


| 





Watertown, 


pital ol 
treasurer. 


secre tary- 
* * * 


John P. Preston, 
administrator, 
Covina Inter. 
Community 
Hospital, has 
been elected 
president, Hos. 
pital Council of 
Southern = Cali- 
fornia. 

Other officers 
elected are: William J. Daniels, 
administrator, Hawthorne Commu- 
nity Hospital, vice-president; Sam- 
uel J. Tibbits, assistant superin- 
tendent, California Hospital, Los 
Angeles, treasurer; and Robert J. 
Thomas, administrator, 
geles County General 
recording secretary. 


Los An.- 
Hospital, 


* * * 
Melvin E. McNab, director, De- 
Graff Memorial Hospital, North 
Tonawanda, has been elected pres- 
ident, Western New York Hospital 
Council. Other new _ officers in- 


(Continued on page 134) 





YOU SAVE money for your hos- 
pital when you buy Gudebrod 


silk and cotton sutures. 


Sterilize Gudebrod sutures as you 


need them and save UP TO 50% 
of your suture COST. Every im- 


| provement IN non-absorbable 


| sutures is incorporated in these 


SUTURES . . . manufactured by 
Gudebrod for eighty-nine years. 


Reduce costs WITH no sacrifice 


| in quality. Buy GUDEBROD and 


M. Melbach, administrator, Herki- | 


mer Memorial Hospital, Herkimer, 
vice-president; and _ Sister 
Edna, administrator, Mercy Hos- 


Mary | 
| 


| CHICAGO 


save. Write for the Gudebrod 
story, “How You Can Save up 
to 50% of Your Suture Cost.” 


Gudebrod BROS. 
SILK CO., INC. 


Executive Offices: 
225 West 34th St., 12 South 12th St. 
New York 1, N.Y. Philadelphia 7, Pa. 


BOSTON LOS ANGELES 


Surgical Division: 
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The HYDROJETTE also provides bed- 
side suction. Unique Micro-FitTeR 
removes bacteria from the air before 
it leaves the Dia-Pump, reducing 
hazard of cross-infections.? 


For complete HYDROJETTE literature fill in and mail this coupon to > 








New Monet C Hyprosetre® humidifier is unexcelled for convenient, simple, direct 
administration of cool-vapor therapy in croup, asthma, bronchitis and other respiratory 
disorders. Cool, moisture-laden fog also relieves intubation irritation and post-operative 
dehydration of the respiratory tract. 


Each Model C Hydrojette consists of— 


e Adjustable, counterpoised Hydrojette Arm and vapor delivery head to provide cool 
mist at the airway without mask or tent. The delivery head may be adjusted to any 
position by the patient, thus saving valuable nursing time. This movable arm fits a 
special bracket on the... 

e New Hydrojette utility table. Rolls quietly and easily on large rubber casters to any 
room or ward in the hospital. The sturdy lightweight table provides stainless steel 
work surface, handy storage drawer and a “‘floating” vibration-free platform on hollow 
rubber suspension mounts for the .. . 


e Trouble-free Dia-Pump® compressor-aspirator, with new Micro-FILTerR which re- 
moves microscopic air contaminants down to 0.5 micron in size, to provide a safe 
source of compressed air to operate the HyDROJETTE. 


1. Ranger, I. and O’Grady, F.: Lancet 2:299, 1958. 
Air-Shields, Inc. HT 
Hatboro, Pa. 

Gentlemen: 





Please send literature on New Model C Hydrojette. 





Hospital 





mobile humidifier-aspirator ty / AIR-SHIELDS, ive. J 


The new Madel | If vodrojerre/é 
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Hatboro, Pa. OSborne 5-5200 =: 














For further information 
on any of the products, 
please check the Buyer’s 
Guide number on the 
reply card opposite page 





400. Kiddie kop 

Baby guardian alarm system, a safe, 
simple electro-mechanical device, is spe- 
cifically designed to warn against possi- 
ble kidnapping attempts from crib or 
carriage. Harmless  flashlight-battery 
powered device is placed under mattress 
and turned on. The pressure of the 
baby’s body keeps the alarm silent; it 
will sound only if the infant is lifted 
from the crib. Pink or blue. Guardian 
Sales Division, Pertect-Line Manufactur- 
ing Corp., Hicksville, L.I., N.Y. 


~ ii 





401. Sterile sponge package 


New package delivers sponges which re- 


main sterile, even during removal. 
The S-E pack opens in one simple op- 
eration, without cutting or tearing; 


dressing can’t touch torn, unsterile edges, 
and can be easily removed and applied 
to wound without any possibility ol 
contaminating contact. Bauer & Black, 
division of The Kendall Co., 309 W. 
Jackson Blvd., Chicago 6, III. 





Ellen L. Davis 
Buyer’s Guide Editor 


402. Hot packs 
Fresh-O-Matic — pro- 
vides convenient, san- 
itary method for pre- 
paring instantaneous 
hot packs, stupes, and 
steam compresses. No 
pre-heating of solu- 
tion; uses distilled 
water. Moist pack is 
placed in unit, lever 
depressed twice, and 
compress is ready for 
application. W ear- 
Ever Aluminum, 
Inc., Wear-Ever Bldg., 
New Kensington, Pa. 









PUGHS WELLCOME Ef 
i) Ine., Tuckahoe, & 
403. Lubricant 
New 5 gm single-use 
tubes of Lubafax are 
packed in nested out- 
ers of 48 tubes each. 
Snap-off tips; no caps 
to replace. Each tube 
contains sufficient 
sterile lubricant for 
the average proce- 
dure. Burroughs 
Wellcome & Co., | 
Scarsdale Rd., Tuck- 
ahoe, N.Y. 


138. 


404. Drainage accessory 

Unit for collecting and disposing ol 
urine of patients on drainage consists 
of an inexpensive plastic bag and special 
hanger that is easily slipped over the 
side rail of the bed. Tubing from the 
catheter fits snugly into the bag, and 
is locked into place by the hange 
holding the bag. Transparent bag per- 
mits check on color of contents; printed 
graduations indicate measured volume. 
Can also be used on a stretcher. C. R. 
Bard, Inc., Summit, N. J. 





405. Salt tablet dispenser 


New, disposable salt tablet dispenser, 
with built-in transparent window to 
show the tablet level, comes in two 
models, one with a 1,000-tablet capacity, 
the other, a 500-tablet capacity. Case 
is of high-impact styrene, factory-sealed 
to keep out dust and moisture, and with 
temperature resistance up to 200° F. Dis- 
pensing knob delivers a single tablet at 
u time. Mine Safety Appliances Co., 
201 N. Braddock Ave., Pittsburgh 8, Pa. 
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406. Anesthetist’s stool 


No. 404 anesthetist’s stool, designed for 
maximum comfort and convenience, is 
instantly adjustable from 21” to 31”, 
and the seat revolves freely. Features are 
the conductive cover over a thick rub- 
ber pad, and conductive casters. Base 
finished in chrome. F. & F. Koenig- 
kramer Co., Cincinnati, O. 


407. Graduated paper cup 


Cup, graduated in ounces and _half- 
ounces from one to six, is sanitary and 
eficient method of measuring doses ol 
medication. Pure white paper, trans- 
lucent for exact readings. Samples 
available on request. Sealright Co., 
Inc., Fulton, N.Y. 


408. China service 


Shaped to meet special hospital and in- 
stitutional needs, new square Trend 
service makes it possible to get the same 
number of pieces on a 1014” x 15” 
ray, as compared to a 16” x 22” tray 
required for conventional service. Saves 
space and cuts costs; increases capacity 
of food service carts; requires less stor- 
age space. Syracuse China Corp., 1803 
W. Favette St., Syracuse, N.Y. 
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Chest 
Rub 


for children 
409. Chest rub 


Chest rub for chil- 
dren, in stick form, 
can also be used as 
an inhalant by cut- 
ting off 1” and _ plac- 
ing it in steam kettle. 
Also new are nose 
drops and spray prep- 
aration in a two-way 
squeeze bottle. Both 
products are fast-act- 
ing, will not sting or 
burn. Johnson & 
Johnson, New Bruns- 
wick, N.J. 










410. Skin spray 
Silicone Skin Spray is 
effective aid in_ pre- 
venting bed sores, in 
checking or even 
eliminating skin irri- 
tations which have al- 
ready developed. 
Treats chafing and 
skin 1 ash; protects 
skin surrounding 
ileostomies, colosto- 
mies, biliary drainage 
areas. Pleasantly 
scented, non-staining. 
Clay Adams, Inc., 141 
East 25 St., New York 
10, N.Y. 






411. Torsion balance 


Weighings can now be made in less 
time with the new Dial Balance, which 
features a simple graduated dial which 
can be turned without arresting the 
oil-damped balance, replacing the time- 
consuming cut-and-try procedure. This 
means the weighing, below one gram, 
can be literally dialed-in in one-third 
the time. The mechanism retains its 
original accuracy alter more than a mil- 
lion weighings, and is unconditionally 
guaranteed. Dial is graduated from zero 
to one gram by 10 milligram markings. 
The sensibility reciprocal will be 10 
milligrams. Balance is oil-damped to 
minimize oscillation and greatly facili- 
tates the weighing operation. Unit 
measures 1114” x 6” x 814”; hinged lid 
is 254” high with glass front and top. 
Metal case has corrosion resistant grey 
finish to exclude dust and chemicals. 
Torsion Balance Co., Clifton, N.]. 








412. Autoclave 


New model autoclave incorporates all 
the features of the company’s double- 
jacketed FL-2 and HP-2 models, with 
a number of time and work saving addi- 
tions. These include single knob con- 
trol, automatic timer, a safety door that 
cannot be opened under pressure, a 
thermometer in the discharge line, a 
large 7” x 14” chamber, and _ stainless 
steel construction. Easy to operate and 
maintain. Pelton & Crane Co., Char- 
lotte 3, N.C. 
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413. Caddy 

Carry-all for maintenance supplies 
is newest accessory for company’s 
Waste Mobile, a trash collecting 
unit. Dry-cleanable fabric carrier, 
with three rows of pockets for 
polishes, cloths, brushes; space for 


gallon containers. Heavy quilted 
backing prevents damage to sup- 
plies. Fits both four- and_ six- 
bushel Waste Mobiles. Four fas- 
teners at top attach to the Waste 
Mobile bar; two elastic tape loops 
slip over the casters onto the legs. 
Stays put whether the mobile is 
open in use or closed for storage. 
Walton-March, 1592 Deerfield Rd., 
Highland Park, III. 














414. Wall tiles 


Bright accent tiles create decorative 
nursery wall, with built-in sound 
control and insulating properties. 
Designed for use with company’s 
plain material. Packaged in sets 
of four, measuring 10” x 10” or 
20” x 20”. Curon Wallcovering, 
Curtiss-Wright Corp., 50 Rocke- 
feller Plaza, New York 20, N.Y. 
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415. Examination chair 


Compactly designed examination 
chair No. 1340 features a thickly 
padded spring seat and a heavily 
padded finger-tip controlled adjust- 
able back. Completely sealed, hy- 
draulic mechanism provides full 7” 
rise. Dual-control pedals remain 
stationary as seat is raised or low- 
ered. Fitted with fully adjustable 
professional headrest, and spacious 
platform foot rest. Satin chrome 
finish with wipe-clean Super Tuf- 
tex upholstery. Five-year guarantee 
covers hydraulic unit; 10-year for 
metal construction. Royal Metal 


Manufacturing Co., 1 Park Ave., 
New York 16, N.Y. 





416. Glaucoma ID card 


Printed as a public service, an 
identification card that can be car- 
ried by persons suffering from 
glaucoma as a_ protection while 
away from home or in a situation 
where it is useful for a physician 
to know the disease is present and 
how it is being treated. Cards may 
be obtained by writing Professional 
Services, Abbott Laboratories, 
North Chicago, Ill., or National 
Medical Foundation for Eye Care, 
250 W. 57th St., New York 19, N.Y. 


417. Dixie cup 


A new six-ounce cold drink cup 
has been added to the manufac- 
turer’s “Floral” design line, a 
matched service of 20 items. The 
new cup was introduced as the re- 
sult of requests from hospitals. 
Dixie Cup Division, American Can 
Co., New York, N.Y. 


418. Laboratory clamps 

New line now available is the re- 
sult of intensive field surveys to 
determine advances desired, and in- 
corporated into the clamps by the 
engineering firm which created 
them. Improved features include 
greater strength resulting from a 
“C” clamp frame cross section re- 
sembling that of a structural cross 
beam; better clamping action; ex- 
panded utility; longer life; greater 
rigidity. Labasco, Cleveland, O. 





419. 


Individual packets 
Polyethylene-lined sugar, salt, and 
pepper packets are moistureprool 
and cakeproof. Individual portions 
in easy-open disposable packets. 
Van Brode Milling Co., Inc., Clin- 
ton, Mass. 


420. Juice dispenser 

New juice dispenser fits into little 
more than a square foot of space, 
measures 1314” wide, 1214” deep, 
and 27” high; operating without a 
pump, it cools a fresh supply in 
less time. Holds all fruit, tomato 
juices and cold chocolate at 32° to 
40° at all times. Sealed unit is 
fully automatic, will dispense $15 
to $25 worth of drinks per hour. 
Helmco-Lacy, 7400 W. Lawrence 
Ave., Chicago 31, II. 
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421. Obstetrical pack 
Surg-O-Pak, a prepackaged, completely 


disposable obstetrical pack includes 
drapes, basins, sponges, packings, absorb- 
ent pads; all other required accessories. 
Comes chemically clean, but unsterile 
and ready for autoclaving. Cuts down 
on the need for stocking large supplies 
of linen, saves time, and reduces laundry 
load. Produced by Ruby Products Co., 
Milwaukee, Wis., and Kimberly-Clark 
Corp., Neenah, Wis.; distributed by 
American Hospital Supply, Evanston, 
Ill.; Will Ross, Milwaukee; and A. S. 
Aloe Co., St. Louis, Mo. 
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422. Field-test kit 


New kit enables anyone to test their 
dust control system, without special 
training or laboratory conditions. Small 
enough to fit a man’s pocket, includes 
plate and cover, divided into sections, 
and two glass ampules, each with ster- 
ile water and a cotton swab sealed in- 
side. By using swab No. | and _plate- 
side No. 1 for testing area before it is 
wiped with a Sani-Dust Control-treated 
cloth — then doing the same with swab 
No. 2 and plate-side No. 2 wiped with 
treated cloth—two cultures are ob- 
tained. Plate is stored at room tem- 
perature for two days, or at about 
100° F. for one day, and growth of bac- 
teria on both halves compared. Scien- 
tific Chemicals Division, Talb Indus- 
tries, Philadelphia, Pa. 
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423. Shield 

New universal shield 
for use in isotope lab- 
oratories handles a 
wider variety of 
counting jobs with 
less equipment. Ac- 
cepts any basic nu- 
clear detector for 
gamma _ scintillation, 
GM, and proportion- 
al counting. Standard 
equipment includes 
three sample and ab- 
sorber slides. 2” less 
shield. Nuclear Meas- 
urements Corp., 2460 
N. Arlington Ave., 
Indianapolis 18, Ind. 








424. Syringe 

New syringe with 
catheter tip for ure- 
thral and duodenal 
work includes heat re- 
sistant glass, plunger 
and barrel assembly 
ground to precise 
standards and guaran- 
teed against leakage 
and backflow; calibra- 
tions permanently 
fused into barrel. 
Hypo Surgical Supply 
Corp., 11 Mercer St., 
New York 13, N. Y. 





425. Tracheotomy tube set 
New set designed for improved patient 
comfort, with less possibility of tissue 
irritation and airway ubstruction. Choice 
of five sizes with four lengths. Of inert 
plastic, the tube imparts no objection- 
able metallic taste or odor. Set consists 
of one outer tracheotomy tube, two in- 
ner cannulae which snap into place in 
the outer tube, an obturator, and a 
plug for use when preparing patient for 
de-cannulization, or when the tube is 
required for suctioning, but not for 
ventilation. Available in sizes 3 
through 7, each in choice of long, me- 
dium, short, or extra-short lengths. 
R. A. Hawks Division, Sierra Engi- 
neering Co., 123 E. Montecito, Sierra 
Madre, Calif. 





426. Zylon carafe 


New molded carafe and tumbler unit 
features three developments: tumbler is 
a separate item, and does not double as 
cover for carafe, which has own cap; 
disposable carafe liners are used (safe- 
guards prevent use of the carafe without 
a liner properly inserted); and entire 
unit is autoclavable. With daily replace- 
ments of the low-cost liners, and auto- 
claving between patients, dangers of 
cross-infection are eliminated. Liner al- 
so provides added insulation, keeping 
water cooler and better-tasting over a 
longer period of time. Zylon Products 
Co., Inc., 42 Church St., Pawtucket, R.I. 
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BUYER’S GUIDE continued 


427. Temperature meter 

Instrument for making +2 per- 
cent full-scale accuracy tempera- 
ture measurements, new Pyrotem 
is available in two types: automat- 
ically compensated for ambient 
temperature (ranges 0-300°F., 
0.450°F., and 0-650°F.), or a non- 
compensated type for relative tem- 
perature readings (0-200°C. range 
only). Ultimate temperature re- 
sponse is attained in three to 10 
seconds. Special 15-deg. side-read- 
ing probe for hard-to-reach sur- 
faces. Royco Instruments, Inc., 
874 Fabian Way, Palo Alto, Calif. 


oa" 


428. Petri dish 
Disposable petri dishes with covers, 
made of clear polystyrene _ plas- 
tic, are priced at 5 cents each in 
12-case lots. In addition to stand- 
ard round dishes, square, radial 
grid, square grid, bi-plate and _ tri- 
plate models are available; covers 
have etched rectangles for mark- 
ing. May be purchased on annual 
contract, with deliveries at inter- 
vals. Fisher Scientific Co., 444 
Fisher Bldg., Pittsburgh 19, Pa. 


429. Ice cube maker 

New line of automatic ice cube 
makers available in 200, 400, 600, 
and 800 Ib. models, provides either 
all crushed, all cubes — one-half 
cubes, one-half crushed—one-third 
cubes, two-thirds crushed—or one- 
third crushed and two-thirds cubes. 
Another setting supplies crushed 
ice in large, coarse, medium, fine, 
or extra-fine particles. Large di- 
vided bin automatically shuts off 
unit when either side is filled. 
Safety device protects hands. Cubes 
are frozen extra solid. Kold- 
Draft Division, Uniflow Mfg. Co., 
Erie, Pa. 
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HEC LETTERS 


430. Plastic letters 

New series of golden-bronze plastic 
letters are almost impossible to 
distinguish from hand-chased met- 
al, cost only one-tenth as much. 
Tough, tarnish-free polystyrene sur- 
faces eliminate maintenance; 
mount via built-in backing of pres- 
sure-sensitive Teflon. In ebony 
and ivory for contrasting subtitles. 
Bronze-like letters available in 34”, 
1”, 11%” and 2” small caps. Lara- 
mie Chemical Corp., P.O. Box 266, 
Ridgeway Station, Stamford, Conn. 


431. Filtairette package 

One-hall-ounce protective masks 
are so pliable they fit the contours 
of any face, can be worn with 
glasses or goggles. While causing 
no breathing difficulties, more than 
100 varieties of non-toxic dusts are 
trapped, and spray hazards are 
eliminated. New _ self-dispensing 
container for cotton filters allows 
quick, easy replacement. Minimum 
order, one dozen masks with 100 
refills. General Scientific Equip- 
ment Co., Limekiln Pike & Wil- 
liams Ave., Philadelphia 50, Pa. 






ie. = . = sige! 
432. Floor cleanser 


Mineral floor absorbent has spec: 
ially-colored green granules of Sol. 
Speedi-Dry scattered through each 
bag to permit identification, 
Thermal activation gives fast 
“thirsty blotter” action to take 
up oils, greases, acids, and liquids. 
Granules’ hardness prevents break. 
down, dusting and mushiness, and 
assures a sure footing. Packaged 
in 50-lb. multiwall bags. Speedi- 
Dry division, Minerals & Chemicals 
Corp. of America, Menlo Park, 
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433. Prep cards 

New series of cards for patients 
explains hospital procedures in a 
humorous, easy-to-understand way, 
saving staff time, and giving pa- 
tients needed assurance and re 
check of instructions — relieving 
staff of repeated instructions, pos 
sible misunderstanding. I!lustrated 
with cartoons, cards tell the patient 
what to expect, step-by-step, in siX 
frequently used procedures: sur 
gery, blood chemistry test, G.I. ser 
ies, special diet, gall bladder x-ray, 
and B.M.R. Each card is person 
alized with your hospital name at 
no extra cost; convenient storage 
cabinet free with large quantity 
order. Franklin C. Hollister Co. 
833 N. Orleans St., Chicago 10, Ill 
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434. Bassinet resuscitator 

New, explosion-proof infant bassinet re- 
suscitator has segregated controls and in- 
dicators for aspiration, resuscitation, and 
inhalation. A thermostat controls the 
temperature, which is recorded on a 
thermometer in the bassinet. Provides 
for hyperextension of the head to place 
trachea in line with pharynx and mouth; 
allows for immediate aspiration with 
electric vacuum pump; intermittent ad- 
ministration of oxygen under positive 
pressure may be applied with manual 
control. Unit provides for endotracheal 
intubation during prolonged ventilation 
of infants with profound asphyxia. Port- 
able, stable. Ohio Chemical & Surgical 
Equipment Co., Madison 10, Wis. 





435. In-and-out register 


Dial-In system designed for hospitals 
with many entrances and a large num- 
ber of doctors allows a doctor to enter 
hospital from any entrance, where he 
will find a small Dial-Register. This 
unit is equipped with a dial and three 
lamp-and-push button combinations 
marked “In,” “Out,” and “Proceed.” He 
dials the number assigned to him, presses 
“In” button. Phone-sized “Informer” 
allows switchboard operator to dial doc- 
tor’s number to learn if he is in. Auth- 
Electric Co., Long Island City 1, N. Y. 
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436. Cylinder 
Pyrex brand glass 
graduated cylinder 
equipped with a met- 
al shield and handle 
for protection against 
corrosive metals. First 
of its type in the lab- 
oratory glassware 
field, the 1,000 ml 
cylinder is especially 
useful for carrying 
samples f[rom_ bulk 
Storage to dispensing 
or testing areas. Corn- 
ing Glass Works, 
Corning, N.Y. 





437. Microscope 
New M-5 features in- 
creased versatility, fin- 
est optics, desirable 
mechanical conveni- 
ences, clean, compact 
physical design. 
Equipped with a 
main objective com- 
ponent followed by a 
pair of vertically 
mounted intermedi- 
ate lenses mounted 
with axes parallel to 
increase sharpness 
and uniformity. No 
need for any change 
in accommodation. 
Constant working dis- 
tance of 96 mm; 
standard magnifica- 
tions are 6X, 12X, 
25X and 50X%. Wild 
Heerbrugg Instru- 
ments, Inc., Port 
Washington, N.Y. 
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438. Shower door 


New Safety Maid, designed to fill the 
need for an inexpensive tub enclosure 
without sacrifice of quality and attrac- 
tiveness, features heavy vinyl plastic 
panels which are patterned to look like 
glass, but are absolutely safe. Full, 
heavy-duty polished aluminum framing; 
two aluminum towel bars. Quickly and 
easily installed. American Shower Door 
Co., Inc., 936 N. Cahuenga Blvd., Los 
Angeles 36, Calif. 





439. Portable p.a. system 


New portable public address system de- 
signed for use wherever an inexpensive, 
yet powerful system is needed. A single 
unit amplifier and speaker combination 
covers areas up to 3,000 feet, audiences 
up to 300. The system features an 8” hi- 
fidelity speaker, 3-watt amplifier, Shure 
high impedance Model 710A crystal 
microphone, and volume control. Tone 
controls pre-set; phono input to play 
records and recorded speeches. Amplifier 
uses printed circuit for compactness and 
reliability. Measures 12” x 10” x 6”; 
weighs 614 Ibs. Wood cabinet, ebony 
finish, or metal cabinet with grey ham- 
merloid finish. Accessory table and 
floor microphone stands available. Ra- 
ven Electronics Manufacturing Co., 2130 
W. Carroll Ave., Chicago 12, III. 
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440. Combination infant unit 


Infantair 1600, new four-purpose model, incorporates 
the functions of an incubator, oxygen tent, surgical 
bed, heated bassinet, and isolation unit. Spaciously 
designed, the 100 percent transparent hood has five 
self-closing entry ports, and is equipped to provide 
thermostatically controlled heat or ample cooling. 
Hood also opens to a full 90 degree angle for x-ray 


or surgery. Trendelenburg adjustment is controlled 
from outside the infant area. New durable Crometal 
finish resembles stainless steel. May be ordered as a 
separate unit; with lightweight tubular stand; or 
complete with stand, shelved storage cabinet, and 
nebulizer. Continental Hospital Industries, Inc., 
18624 Detroit Ave., Lakewood 7, O. 


441. Walk-in incubator 

Equipped with both heating and refrigeration units, 
to assure constant temperatures regardless of environ- 
mental conditions, the incubator is used to test the 
heat stability of steroids, antihistamines, tranquilizers, 
and other pharmaceutical products. Operating range 
up to 60° C. with insulation on all sides, including 
top and bottom. Heavily insulated lighting controlled 
from the outside. Chicago Surgical & Electrical Co., 
Division of Labline, Inc., 3070-82 W. Grand Ave, 
Chicago 22, Ill. 


442. Steam kettles 

New fully automatic electric or gas 
heated unit for hospitals not equipped 
with steam facilities, and for quick 
cooking of depleted items. In 10 
and 20-qt. steam-jacketed kettle sizes, 
a standard unit can be had in a pair 
of matched sizes or in a combination 
of one each. Fully automatic, 
equipped with an ASME approved 
safety valve, automatic water injector 
unit, and gauge glass. Steam suppl) 
is furnished by a gas or electrically 
fired boiler capable of delivering 15 
lbs/sq. in. steam pressure, with con 
trol maintained by use of a thermo 
stat with a range of 50° to 250°. 
Stainless steel cabinet has splash- 
guard; one-piece top for easy cleat 
ing. Sanitary drainage. B. H. Hub- 
bert & Son, Inc., 1311 S. Ponca St, 
Baltimore 24, Md. 


HOSPITAL TOPICS 


















Inits, 
iron- 
t the 
izers, 


‘ange 
ding 
olled 

Co., 
Ave., 


r gas 
ipped 
quick 
1 10- 
sizes, 
pair 
ation 
atic, 
roved 
jector 
upply 
‘ically 
ng 15 
. con- 
ermo- 
250°. 


plash- 
clean- 
Hub- 
a St., 


PICS 








"There's one less worry... 
we started 
using Ident-A-Bands today.” 


Hollister Ident-A-Band; 


on-patient identification 


the positive all-patient, 


OB nurses stopped worrying about identification mixups 
eight years ago when they started using Hollister Ident-A- 
Bands. And now this swrgical nurse has one less worry— 
thanks to Ident-A-Band and the all-patient, on-patient iden- 
tification idea now recommended by the American Hospital 
Association. Ident-A-Band leaves no room for doubt be- 
Cause it’s securely sealed—in fact, permanently sealed—in the 
few seconds it takes to custom-fit the band. 

Ident-A-Band offers the positive protection you should 








the original, 


have. And yet it's so skin-soft that patients know you have 
thought of their comfort as well as safety. Ident-A-Band 
is sO easy to apply that it can be done in the admitting 
office in seconds. It’s no wonder that Ident-A-Band, the 
original all-patient identification system, is endorsed by 
leading administrators everywhere. In addition to its orig- 
inal positive seal, Ident-A-Band now offers two new finger- 
pressure seals, thus meeting every need of every depart- 
ment. Write for samples, prices and information. 


{ 4 
Hollis fe e r Franklin C. Hollister Company, 833 North Orleans St., Chicago 10. Illinois 











THIS GOODWILL, TOO, IS PRECIOUS 
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833 North Orleans St., 
Chicago 10, Illinois 
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BIRTH/CERTIFICATES 


Today the new parents begin a fresh chap- 
ter in their lives. Radiant and hopeful, they 
have a warm feeling toward the world .. . 
and toward your hospital, where a profound 
experience so recently took place. 

You can preserve that goodwill, keep it 
glowing. Give a Hollister Inscribed Birth 
Certificate before they take their child home 

. a thoughtful, personal way to show that 
your hospital cares. It creates a lasting, 
priceless impression. 

Distinctive in appearance, the Hollister 
Birth Certificate is remembered, too, by 
friends and relatives . . . and appreciated 
years later by the grown child. Designed 
by leading artists and LithoGraved® on 
heirloom parchment paper that will never 
fade, each document is inscribed with your 
own hospital name. More than 50 styles 
to choose from. Write today for free port- 


folio of samples and information. 








METHODIST HOSPITAL 


LUBBOCK, TEXAS 


(Certificate of birt! 





Hes that 
was horn fo 
in this Hospital at otlock, _.m. on 
the ay of 19 
In Witness Whereof the said Hospital has caused ths Certificate to 
be signed by its rid authorized officer, and tts Official Seal to be 
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443. French fry cutter 


Automatic loading and motor drive, 
new French fry cutting machine will 
process large potatoes—up to 7” long 
x 314” wide, at a rate of over 40 per 
minute. Potatoes can be positioned 
on the feeding conveyor to produce 
French fries of maximum _ length. 
Only stainless steel parts touch the 
potatoes; quick disassembly for easy 
cleaning. Pusher blocks and cutting 
dies for 9/32”, 3/8”, 7/16”, 1/2”, and 
5/8” can be used. Output is variable 
through changes in V-belt drive ratios; 
angle of conveyor and height of ma- 
chine are adjustable to fit any work 
table. Complete process also avail- 
able: work table, conveyor, machinery 
for peeling, grating, washing, and 
weighing. Automation Management, 
Inc., Westboro 36, Mass. 


444. Circumstraint 


New device for immobilizing infants 
during circumcisions, transfusions, x- 
rays, and other procedures, requires 
only 25 seconds to secure infant in 
position. Molded of high-impact, non- 
porous plastic, four adjustable plas- 
tic straps fasten over the limbs and 
provide position restraint of infants 
from 414 to 16 lbs. There is no possi- 
bility of escape, and struggling re- 
actions are minimized. Device also 
eliminates laundry by doing away 
with the need for diapers and towels 
ordinarily used in restraining babies; 
raised platform between the legs pro- 
vides a rest for clamps and other in- 
struments. Smooth plastic surface can 
be wiped clean with ordinary disin- 
fectants, maintaining asepsis in the 
nursery. Olympic Surgical Co., 1319 
Second Ave., Seattle 1, Wash. 
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445. Test tube baskets 


Made of 13-gauge hard chrome plated steel wire, spot welded to the 
top frame for greater durability; junctions finished smooth. Well 
suited to continuous hot air and steam sterilization, and adverse 
laboratory conditions. Square, rectangular and round sizes; also round 
and rectangula1 compartmented sizes. Aloe Scientific, division of A. S. 
Aloe Co., 5655 Kingsbury, St. Louis, Mo. 


446. Electric hospital bed 


Completely new bed has eight motorizing actions, and can be oper- 
ated quietly and smoothly with a hand-held push-button control. 
Three individually operated mattress panels. The head, seat and 
foot sections are electrically controlled, and bed moves in a wide 
range of positions; three-section mattress panel operates in a range 
from 16” in low position to a high of 30”. A control switch is 
located at the foot of the bed for nurses. Shipped assembled, ready 
to plug into standard outlet for 110-120 volt AC cycle current. 
American Metal Products, Detroit, Mich. 




































(r.), 
El strates Guardian Bed Rails to Harry Munro, 
administrator, Union Hospital, Lynn, Mass. Col- 


Harry Rose Correy Distributors, demon- 


lapsible rails can be raised for patient protection 
or lowered to become self-storing along bed 
frame. C-450 


At New England 


Snapped 

















New England registrants filled Hotel Statler Hilton’s exhibit 
hall, Boston, March 23-25, to view the latest innovations in the 
hospital field. Attendance was high as 124 exhibitors displayed 
their products. Viewers affirmed the program’s tag lines, “Ex- 
hibits are silent, effective instructors.” “Exhibits are a_post- 
graduate course.” “Seeing is believing. . . .” 
Presented here are some of TOPICS’ exhibit 


report of the meeting, see pp. 19-23. 
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‘snaps.” For a 





5 | Above: Allan H. Meincke (I.), architect, 


i / Left: L. T. Donovan, E. E. Mahady Co., explains 
3 St. Paul, Minn., discusses distilled water 


Barron Pump to Irene E. Altobilli, evening supervisor 


: equipment with Gen lath, Amesicus VA Hospital, Providence, R. |. Using small diameter 


‘| Sterilizer Co. Model ASPF’s vapor fower feeding tubes, pump feeds patient natural food ot 


| provides optimum disengaging space be- otek, whted ate. C2. 
tween water level in evaporator and 


condenser. C-451. 






















Post-operative drainage unit is featured at C. M. 








Sorenson Co., Inc., booth. C. M. Sorenson (r.) 
tells David Burach purchasing agent, Mt. Sinai 
Hospital, Hartford, Conn., about unit’s accurate 
control of maximum vacuum and air flow. C. 453. 
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Left: Exclusive design feature of Marvin-Neitzel Corp. 
nurse’s uniform is described to Margaret T. Horgan, 
director of nursing service, Wesson Memorial Hospital, 
Springfield, Mass., by Gordon C. Neitzel. Company 
specializes in custom tailoring, design, and fit. C-454. 


' : 
ALL-ENTRUK BeD 
















Right: Pausing in their discussion of All-Ektrik Bed 
are Tom McCloud (I.), Hard Mfg. Co., and Max 
Klubach, director, Harley Hospital, Boston, Mass. 
Automatic electric bed can be operated by patient 
to provide high-low position or control can be taken 
from patient. C-455. 


Left: Shampaine Co. representative, C. A. 
Conley, chats with Rachel M. Sargent, ad- 
ministrator, New London (N. H.) Hospital, 
about Surg-A-Matic operating table. New 
product features push-button selection panel, 
head-end control, and motor driven base 
enabling fast elevation. C-456. 


xplains 
ervisor, 
—- Ellen A. Gornall, assistant dietitian, and Flora Andrde, first cock, Morton Hospital, Robert G. Land, Springfield (Mass.) Hospital and Jack 
‘cod at Taunton, Mass., question Benjamin Becker, S. Blickman, Inc., about company’s Feod- Foregger, The Foregger Co., discuss Thermal Percentage 


veyer. Unit can be contracted or expanded to serve 18, 20, 22, or 24 persons, and System. Vaporizing system permits easy regulation of 


features instantaneous blower cooling system. C-457. Fluothane by flow-temperature scales. C-458. 
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FILMS, NEW LITERATURE ing” recovery. Special Education 472, Fire control Gi 
Division, Executone, Inc., 415 Lex- Ses hati tian deans In 
470. Teachina shut-i ington Ave., New York 17, N. Y. a eee ee SO : 
. g shurt-ins pany’s — oo tay of in- TI 
New 24-page handbook contains terior fire extinguishing systems, eve 
practical gh Rorve for dealing 471. Meat cost portable extinguishers, cabinets rec 
successfully with many of the edu- A meat portion cost calculator and other “inside” fire control An 
cational problems of homebound which quickly translates cost-per- products. Every type of modern val 
and hospitalized children. The pound into cost-per-serving is system is covered, augmented by 
material is a result of a study of available upon request. Accurately diagrams, component  cutaways, 1] 
hundreds of cases in which appli- determines the cost of servings and dimensional drawings. The se 
cation of a home-to-school tele- from three to 24 ounces based on Fyr-Fyter Co., 221 Crane St., Day- = 
phone device proved of great a graduated cost per pound scale. ton I, O. Pr 
benefit not only in forwarding Dept. CC, Pfaelzer Brothers, Inc., = 
educational progress, but in speed- Union Stock Yards, Chicago 9, Ill. 473. Vitamin preparations = 
Over 90 private formula vitamin ( 
products are listed, together with = 
complete formulations and descrip- wt 
tions. Listed are tablets and cap- ‘ 
ee sules not available for over-the- = 
counter use. Sales Service Dept., 
Myke aco} fon Bl -ldaat-\folaal— Nysco Laboratories, Inc., 43.94 In 
Vernon Blvd., Long Island City 6, Fi 
ales Int 
° the 
474. Lab equipment “a 
Completely revised 1,273-page Cat- Ad 
alog 400 contains separate supplies Ed 
| and equipment sections with over | 
8,000 listings arranged in alpha- - 
betical order. Includes a centrally the 
located, integrated index, and a the 
newly developed numbering sys- 96. 
tem. The Chemical Rubber Co., pel 
2310 Superior Ave., Cleveland res 
| 14, O. de: 
| 475. Heat transfer a 
New Heat Transfer Bulletin No. 
° iv wa ve cor 
123-6 contains product information 
and selection data on copper-lined, 1 
copper silicon, cement-lined, and ad 
steel water heaters, and 2-pass and Ni 
+ | 4-pass converters. Includes typical In 
applications of data and line dia- 
grams. Patterson-Kelley Co., Inc., An 
, ) © for Precision Skin Grafting East Stroudsburg, Pa. “ 
q ee me - — ( Here is Orthopedic Frame’s answer to the demand ph 
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q ®@ Sagittal Saw Minimum setting, 5/1000”; maximum setting, Monitoring with Kodak Personal me 
; « hei 30/1000". Adjustable graft widths, 3”, 214”, 11/, Monitoring Films, outlines infor- Di 
q Burring Handpiece inches. mation on the four types of films 
: | ® Bone Drill Handpiece Two rollers in front and one behind the oscillating used for these purposes, and in- : 
Aabatnaiae Seomeiiton blade eliminate tension as the skin comes in contact cludes data on calibration and mi 
Colorguide Drill with the disposable blade. Few moving parts . . . . ie: me" ag in 
| Jucsbe Chock two year guarantee. processing considerations. Persona am 
it © Colorguide Screw Case diciiiiieaiacimtiiltitaiit te ar Nien Ne grag orm s 
| : ‘ ily to be worn Dy individuals 1n 
| | Rie: Ee, een Seytee Sih pe. WP Bf WS aan badges, comes in types - 
| Sibyher | Manutacturing Quality Medical Equipment 1 and 2, which measure x-, gamma-, _ 
| " and beta-radiation, and types A 
rthopedic Frame Company and B, which are neutron monitor- We 
int ae + cakes, ened ing films. Eastman Kodak Co., no 
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Giant Color Television 
Image Projected 

The largest color television image 
ever produced was shown at the 
recent annual meeting of the 
American Association for the Ad- 
vancement of Science. 

A compact television projector, 
called Eidophor, produced a color 
picture measuring 12 x 16 feet. 
Five feet high and under 800 
pounds in weight, the projector 
can also produce a black and 
white image up to 24 x 32 feet. 

Ciba Pharmaceutical Products, 
Inc., is offering a closed circuit 
television system, built around 
Eidophor, to professional and sci- 
entific groups as a public service. 
Infant Deaths Rise for 
First Time in 22 Years 
Infant deaths show an increase for 
the first time in 22 years accord- 
ing to Under-Secretary Bertha S. 





industry in cooperation with the 
International Society for the Wel- 
fare of Cripples. 

There are currently 71 trainees 
from 35 different nations in the 
United States under the auspices 
of the Fund. 


Nursing School Admissions 
Reach Record Peak 

Professional nursing school admis- 
sions reached a record peak in 
1958 with an estimated 46,600 
students entering basic profession- 





Adkins, Department of Health, | 
Education, and Welfare. 
Recently released _ preliminary 


estimates for 1957, compiled by 
the U. S. Children’s Bureau, show 
the infant mortality rate to be 
26.3 percent as compared with 26 


percent in 1956. There was a cor- | 


respondingly increased rate for 
deaths of infants during their first 
year. 


One reason for the increase, ac- 
cording to Miss Adkins, is over- 
crowding of child medical care 
services, particularly in large cities. 


New Fellowship Offered 
In Rehabilitation 


An international fellowship in re- 
habilitation which will permit a 
physician from India to take ad- 
vanced training in the United 
States has been created by Merck 
Sharp & Dohme, on the recom- 
mendation of their International 
Division. 

The fellowship will provide a 
minimum of one year of training 
in physical medicine and rehabili- 
tation. Application screening will 
be done by a committee of Indian 
leaders in health and medical 
education. 


It will be administered by the 
World Rehabilitation Fund, a 
non-profit American voluntary or- 
ganization supported by American 





MAY, 1959 


al nursing schools, compared to 
44,281 in 1957. 


According to Committee on 
Careers, National League for Nur- 
sing, admissions to diploma nurs- 
ing programs in hospitals and in- 
dependent schools showed the 
largest increase, rising from 36,318 
in 1957 to 38,550 in 1958. 

Basic college programs, leading 
to a bachelor’s degree in nursing, 
rose from 6,893 to 7,250. Junior 
and community college programs 
increased from 770 to 800. 
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Drugs and 








The Pharmacy 








Medicines’ 


Recent developments in drugs and 
medicines, changes in the size of 
manpower engaged in their pro- 
duction and compounding, changes 
in the nature of products, mate- 
rials, and dosage forms, cost and 
price developments, and changes 
in the dollar volume of prescrip- 
tion pharmaceuticals are reviewed. 


@ Over the past few decades, new 
drugs and medicines have contrib- 
uted importantly to progress in 
public health. “Miracle” drugs 
have lowered national death rates 
and sharply reduced acute com- 
municable diseases. 


Since the introduction of sulfa 
drugs in 1937, deaths from in- 
fluenza-pneumonia have decreased 
75 percent, from 114.9 per 100,000 
in 1937 to 27.1 per 100,000 in 
1955.1 The principal diseases of 
childhood—scarlet fever, strepto- 
coccal sore throat, diptheria, 
whooping cough, measles—which 
caused 10 deaths per 100,000 chil- 
dren in 1945, in the space of only 
10 years dropped to 1 death per 
100,000, a decrease of 90 percent.” 
According to unpublished data of 
the National Office of Vital Sta- 
tistics, the mortality from all in- 
fectious diseases dropped in 50 
years from 676.2 per 100,000 in 
1900 to 44.3 per 100,000 in 1956. 


Drugs and medicines have trans- 
formed both the practice of medi- 


*Reprinted 
partment 
Public 
October 


with permission from U.S. De- 
of Health, Education, and Welfare, 
Health Reports, Vol. 73, No. 10, 
1958. 








tResearch 


analyst, Division of Public Health 
Methods, 


Public Health Service. 








*U.S. National Office of Vital Statistics: Monthly 
Vital statistics report. Annual summary for 
1956. Part 2. Estimated number of death 
Tates for selected causes: United States, 1956. 
Washington, D.C., U.S. Government Printing 
Office, 1957, vol. 5, No. 13, May 10, 1957, 
table E, p. 10. 


Annual report, 


7U.S. Public Health Service: 
U Government 


1956. Washington, D.C., 
Printing Office, 1957, p. 90. 
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By Lucy M. Kramer? 


cine and the patients’ use of 
health services. The drug indus- 
try responsible for the develop- 
ment, production, and distribution 
of these products has helped to 
support medical research in_ its 
own laboratories and in the medi- 
cal schools, universities, and teach- 
ing hospitals of the country. The 
industry is presently participating 
in the extensive cancer chemo- 
therapy studies of the National 
Institutes of Health, Public Health 
Service. Drug firms and community 
pharmacists also have assisted in 
the health education programs of 
health departments and voluntary 
health agencies. 


PHARMACEUTICAL MANPOWER 


About 2 million persons are 
employed in health occupations. 
About 111,000 of these are regis- 
tered pharmacists.* In addition 
to those directly employed in the 
provision of health services, near- 
ly 200,000 are engaged in supply- 
ing goods and services essential 
to health occupations.* According 
to the 1954 Census of Manufac- 
tures, these persons were engaged 
in affiliated industries such as the 
production of scientific and pro- 
fessional instruments and supplies 
(including medical, surgical, den- 
tal, and optical); biological, medici- 
nal, chemical, and pharmaceutical 
preparations; ophthalmic goods; 
X-ray and therapeutic apparatus. 
Of these, the largest number— 
some 92,000—were engaged in the 
manufacture of drugs and medi- 


3U.S. Public Health Service: Health manpower 
chart book. Public Health Service Pub. No. 
511. Washington, D.C., U.S. Government 
Printing Office, 1957, p. 1. 


‘U.S. Bureau of 


the Census: 1954 census of 
manufactures. Vol. 1. Summary _ statistics. 
Washington, D.C., U.S. Government Printing 
Office 


, 1957, pp. 80, 85, 86, and appendix A, 
p. A-39. 


cines. In addition to skilled opera- 
tives, clerical, and other employees, 
the drug firms reported 380 phy- 
sicians in their employ as of Jan- 
uary 1957 as compared with 155 
ten years before and 65 twenty 
years earlier. The total number 
of employees with graduate de- 
grees in the medical and allied 
sciences was 3,000 as of January 
1957 compared with 990 ten years 


before and 300 twenty years 
earlier.® 
The number engaged directly 


in health occupations or in affili- 
ated industries is approximately 
double the 1.1 million estimate 
of 1929, the latest year of high- 
level employment in the pre-anti- 
biotic era.® 


The number of pharmacists, 
however, has not grown corres- 
pondingly. Wholly comparable fig- 
ures for the several decades are 
not available. Rorem and _ Fis- 
chelis reported for _1931 some 
115,000 registered full-time phar- 
macists in the United States, and 
a total of about 130,000 individ- 
uals legally recognized to prac- 
tice pharmacy either as fully regis- 
tered pharmacists or as auxiliary 
assistants (after making a correc- 
tion for the many duplicate regis- 
trations, that is, registrations issued 
to the same individual by several 
States).7 In 1955 some 158,775 
registrations were held by _phar- 
macists in good standing (many 

(Continued on next page) 


°U.S. Congress, House of Representatives: 
Medical school inquiry. Staff report to Com- 
mittee on Interstate and Foreign Commerce. 
85th Cong. Washington, D.C., U.S. Govern- 
ment Printing Office, 1957, p. 357. 

®Jones, L. W., and Jones, B.: Medicine. 
Economic organization. In Encyclopedia of the 
social sciences. New York, N.Y., Macmillan 
Co., 1935, vol. 10, pp. 292-299 (292). 


‘Rorem, C. R., and Fischelis, R. P.: 
Chicago, 
1932, p. 


The costs 
of medicines. University of Chi- 
cago Press, 


Ill., 
$38. 
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of them duplicates), of which 110,- 
992 were held by pharmacists en- 
gaged in active practice in the 
various States.8 By the end of 
1956, the number of such registra- 
tions had increased to 162,4599 
but the number held by pharma- 
cists engaged in active practice 
had decreased slightly to 110,688.!° 
It appears that the number of ac- 
tive pharmacists has not changed 
materially since 1931. 

For the Nation as a whole, in 
1955 there were 67 practicing 
pharmacists per 100,000 popula- 
tion, about half the physician- 
population ratio. About 89 per- 
cent of the pharmacists were en- 
gaged in retail pharmacies, 4 per- 
cent in hospital pharmacies, 6 per- 
cent in manufacturing or whole- 
sale establishments or as_ repre- 
sentatives of the establishments, 
and | percent in teaching or gov- 
ernment positions." 


Today, about 10 percent of new 
graduates are going into hospital 
pharmacy work, and more than 5 
percent of the total working phar- 
macist population is currently so 
employed.!* Thirty-eight percent 
of the pharmacists employed in 
hospitals and 6 percent in the 
profession as a whole are women." 

The Census of Pharmacy reports 
that there were 52,779 retail phar- 
macies at the end of 1955 and 
1,176 hospital pharmacies dispens- 
ing drugs and medicines. In addi- 


tion 37,515 dealers other than 
pharmacists were licensed in the 
various States to sell packaged 
drugs.'* The number of retail 
‘National Association of Boards of Pharmacy: 
Licensure statistics (calendar year 1955) and 
census of pharmacy (Jan. 1, 1956). Chicago, 


Ill., 1956, chart 3. 


®*National Association of Boards of 
Proceedings, 55th annual convention. 
Ill., 1957, p. 59, chart 


Pharmacy: 
Chicago, 


Ibid., p. 60, chart 4. 


1\N ational 


d Association of Boards of Pharmacy: 
Licensure statistics (calendar year 1955) and 
census of pharmacy (Jan. 1, 1956), op. cit., 


chart 5. 


“Archambault, G. F.: Needs for hospital phar- 


macists in the United States, 1957 through 
1970. Am. J. Hosp. Pharm. 15: 131-135, 
February 1958, p. 135. 


BIbid., p. 132. 


National Association of Boards of Pharmacy: 


Licensure statistics (calendar year 1955) and 
census of pharmacy (Jan. 1, 1956), op. cit., 
chart 8. 
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pharmacies has declined absolutely 
since 1929 (from approximately 
60,000 to about 53,000 in 1955), 
and in proportion to popula- 
tion.15,16 


In the 40 years prior to 1929, 
the population per drug store de- 


clined somewhat. In 1890 the 
population per drug store was 
1,838 and in 1895 it was 1,745. 


By 1903 the ratio had increased 
to 2,030 persons per drug store, 
where it remained almost constant 
for more than 25 years. Since 
1929 the population-drug store 
ratio has increased from 2,020!" to 
3,126 in 1955,18 that is, there are 
fewer drug stores for more people 
(with a trend toward larger pre- 
scription departments and less 
general drug store merchandising). 


In contrast the drug manufac- 
turing industry has expanded 
markedly since 1929 in number 
of employees. Almost four times 
as many employees were engaged 
in the manufacture of drugs and 
medicines in 1954'® as were em- 
ployed in 1929.7° 


PRODUCTS AND MATERIALS 


The drug industry since the 
advent of sulfa drugs in 1937 has 
been characterized by rapid change. 
The rate of change has been so 
accelerated that progress in the 
last 30 years may well have ex- 
ceeded that of several centuries 
before. 


A recent analysis of the basic 
drugs listed in the National For- 
mulary between 1916 and 1955 
reflects the sharp change in the 
relative importance of basic ma- 
terials in the drug industry.?! 

In 1916, almost 80 percent of 
the basic drugs were of botanical 
“Rorem, C. R., and Fischelis, R.P., op. cit., 
p. 53. 


‘National Association of Boards of Pharmacy: 


Licensure statistics (calendar year 1955) and 
census of pharmacy (Jan. 1, 1956), op. cit., 
chart 8. 


“Rorem, C. R., and Fischelis, R. P., op. cit., 
p. 54. 


'8National Association of Boards of Pharmacy: 
Licensure statistics (calendar year 1955) and 
census of pharmacy (Jan. 1, 1956), op. cit., 
chart 8. 


"U.S. Bureau of the Census: Statistical ab- 
stract of the United States. Washington, D.C., 
U. S. Government Printing Office, 1957, p. 788. 


Rorem, C. R., and Fischelis, R. P., op. cit., 


p. 106 

21Modern medicine medical market guide: An- 
nual survey. Minneapolis, Minn., Modern 
Medicine Publications, Inc., 1956, p. 39. 


origin, 10 percent of organic chem- 
ical origin, and 10 percent of in- 
organic chemical origin. In 1955, 
the use of botanicals had dropped 
to 30 percent, organic chemicals 
had risen to 50 percent, and _ in- 
organic chemicals to 20 percent 
(fig. 1). 








Figure 1. Trend in National Formulary basic 
drugs, 1916-55. 
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Botanical sources have been re- 
placed by organic chemical sources 
that are more easily available, 
more concentrated, more easily 
controlled in their manufacture, 
and more specifically effective. 

Changes in the principal cate- 
gories of drugs listed in the 1950 
and 1955 United States Pharma- 
copeias as shown in table 1 also 
reflect the tremendous increase in 
certain types of drugs during a 
5-year period. The fifteenth U.S.P., 
released in August 1955, lists al- 
most 250 new drugs that have 
been officially accepted for inclu- 
sion after stringent review.*? The 
new U.S.P., scheduled for publi- 
cation in 1960, will have an even 
larger number of new drugs. 


Since 1948, more than 3,000 
new prescription drug items have 
entered the market, each with an 
average life span of 2 to 5 years, 
and the forecast for new drugs 
looks even busier.2? In 1940, less 
than 100 new specialties were in- 
troduced.24 In 1957 alone there 


22Modern medicine medical market guide: An- 
nual survey, op. cit., p. 39. 


23Burley, O. E., Fisher, A. B., Jr., amd Cox, 
R. G.: Drug store operating costs and profits. 
Survey by Wharton School of Finance and 
Commerce and_ Industry Policy Committee. 
New York, N. Y., McGraw-Hill, 1956, p. 219 


4Galton, L.: Do medicines cost too much? 
Household, Topeka, Kans. 57: 22-23, 28-31, 
February 1957. 
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= Table 1. Changes in principal categories of drugs included in cations (tranquilizers).*® The pro- 
9, United States Pharmacopeia portion is expected to go higher 
ed in 1958. Expenditures and use 
Is U.S.P. XIV U.S.P. XV with respect to tranquilizers by 
n- (1950) (1955) the general population parallels 
nt Drug categories Percent Public Health Service experience. 
ineseane The future of the drug indus- 
” 4 Number of categories = try is now based on constantly 
rr : 13 550 developing new products. A pres- 
siitieaties 5 12 140 ident of one of the leading drug 
: aor firms has stated “the pharmaceu- 
pranetts alte 7 ~ pin tical industry lives in the shadow 
Endocrine preparations 18 25 38 of im oun ‘Cheolesceace."* 
Analgesics and sedatives 18 21 17 ; : ; 
ye With the intensified current 
Biologicals 29 34 17 7 : 4 
: basic research in mental illness, 
<meta, pe = - coronary diseases, cancer, and 
Vitamins 13 15 15 chronic problems of old age, a 
poll of leading drug company 
‘ executives indicates that they ex- 
* were 400 new pharmaceutical prod- lar, but also including patents, pect drugs affecting these types 
ucts put on the market, some of manufacturing processes, and other Of illnesses to be important in 
which were entirely new chemical aspects, was recently published, the next 5 or 10 years.* 
* entities: others, new combinations and should throw needed light (Continued on next page) 
x or new dosage forms of less re- on this extensively used drug cate- 
cently new drugs.2°.26 It has been gory). wane. 
Sf Sig a simi of he Pie About 7 cents of every dolar BP ra ha 
} spent for drugs in Public Health 27-61, June 3, 1957. 
“: have been filled 20 years ago Service hospitals in fiscal 1957 sq 
ily since many of the drugs now used saa 
re, were unknown. Sulfa drugs were 
introduced in 1937; penicillin in 
te- 1940; streptomycin in 1946; anti- 
150 histamines in 1947; cortisone, A word to the wise... 
na- ACTH, and _ hydrocortisone in 
Iso 1950 and 1951; chlortetracycline “WD it 5 e 
in U.S.P. (Aureomycin), chloramphe- yy) Bf @ wuA 
a nical U.S.P. (Chloromycetin), and eee 
P. oxytetracycline U.S.P. (Terramy- 
al- cin) in 1950; rauwolfia and certain 
ave types of — psychopharmacologic 
Ju. agents (for example, meprobam- “ 
— ate) in 1953. There is only one 
bli- In dollar value of total pre- ) ‘) . 
ven scriptions filled, antibiotics today OCHSNER Diamond Jaw 
account for about 25 percent of Needleholder! 
00 total volume.2? Antibiotics also . 
ave represent about 25 percent of drug 
an purchases in Public Health Serv- 
ars, ice hospitals.28 (An economic 
ugs study by the Federal Trade Com- To imitate is the ultimate form of 
less mission of the entire antibiotic in- flattery! But only patented Ochsner Dia- 
in- dustry, covering prices in particu- mond Jaw Needleholders have diamond 
ere cut teeth . . . to prevent needle turning 
Rutter, R.: Drugs on the market. New York and suture slippage at all times. 
An- Times, Mar. 22, 1958. 
Po she — in surege w pice as —_ for penne e * 
Cox, git 137: 5-9, "Mar. 24, 1958. or easy identificetion! 
= "Gradual rise seen in average Rx price as 
ittee. costly research yields better drugs, op. cit., ~ a 
219. 137:5-9. Snowden-Pencer Corporation 
P 8U.S. Public Health Service: Annual report of f Box 18¢ at rif } 
yuch? Pharmacy operations, 6th. Division of Hos- 
8-31, Pitals, Bull. No. 58-122. Washington, D.C., 
1958. Mimeographed. 
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PHARMACY continued 


Highlighting the anticipated 
drug needs of the future are the 
following:*? 


1. Drugs which will permit 
therapeutic approaches to a variety 
of mental illnesses and personality 
problems. 


2. New chemical and antibiotic 
treatments to arrest certain forms 
of cancer. 


3. New treatments for the pre- 
vention and cure of hypertension 
and other circulatory ills. 


4. New developments to control 
degenerative diseases. 


5. New discoveries for the bet- 
ter management of nutrition. 


6. New products to subjugate 
a number of the still resistant 
viral diseases. 


PHARMACIST AND NEW 
PRODUCTS 


One consequence of the newer 





%2Nielsen report to retail drug and proprietary 
stores. Annual Ed. 23. Chicago, Ill., A. C. 
Nielsen Co., 1957, p. 27. 
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drugs and the growth of the medi- 
cal materials industry has been a 
change in the function of the 
pharmacist. Writing in 1929, Fis- 
chelis emphasized that the “de- 
velopment of machine production 
of pharmaceuticals has left its 
mark on the retail pharmacies in 
that it has reduced the function 
of the apothecary in many cases 
to that of dispensing prepared 
medicines.” The products de- 
veloped in the subsequent years 
have accelerated the trend ob- 
served by Dr. Fischelis 30 years 
ago. 

The pharmacist is no longer 
primarily the compounder of pow- 
ders, ointments, and potions, but 
the dispenser of prefabricated med- 
icines on prescription. More than 
80 percent of all prescriptions 
sold at present are dispensed 
rather than compounded.*+ 


Another consequence has been 
a sharp increase in prescription 
practice of the drug store. Pre- 
scription volume increased from 
an average of less than 10 percent 
of total drug store sales some 
30 years ago*®.86 to about 30 per- 
cent at the present time.3? The 
average prescription price has in- 
creased during that period almost 
as rapidly as the volume (table 2). 
Total drug sales, including pre- 
scription accessories and packaged 
medicines, account for about 50 
percent of drug store sales.38 


Total drug store sales in 1929 
amounted to $1,650 million,*® in 
1956 these sales had risen 358 
percent to $5,912 million.*° Dur- 
ing the same period prescription 








%8Fischelis, R. P.: Medical materials industry. 
In Encyclopedia of the social sciences. New 
York, N. Y., Macmillan Co., 1935, vol. 10, 
pp. 279-282 (282). 


“Burley, O. E., Fisher, A. B., Jr., 
R. G., op. cit., p. 219. 

%Rorem, C. R., and Fischelis, R. P., op. cit., 
pp. 57-58. 


and Cox, 


%U. §. Department of Commerce: Prescrip- 
tion department sales analyses in selected drug 
stores. Domestic Comerce Series Bull. No. 61. 
Washington, D. C., U. S. Government Print- 
ing Office, 1932, tables I and II. 


“Lilly Digest. Annual. Indianapolis, Ind., Eli 
Lilly Co., 1955 and 1957, (a) for 1954, p. 20; 
(b) for 1956, p. 41. 


388A. D. predicts: Drug field’s departments will 
soon produce over 50 percent of all sales. Am. 
Druggist 131: 5-7, May 9, 1955. 


%Rorem, C. R., and Fischelis, R. P., op. cit., 
p. 53. 


“Gradual rise seen in average Rx price as 
costly research yields better drugs, op. Cit., 
5-9. 





Table 2. Ratio of prescription 
volume to total drug store sales 
and average prescription prices 
for selected years, 1929, 1931, 
1941, 1946-56 

Ratio of pre- 


scription 
volumeto Average 





Year total sales prescrip- 

(percent) tion price 
1929 . aes 8.5 $0.85 
7... ; 8.1 -92 
anne 13.2 -93 
ee... Te 1.33 
147 _....... Ls 1.41 
Se 1.51 
ee ......._......... Ta 1.60 
18 _._.._._._..... BA 1.77 
ae 1.90 
rn . 23.7 2.08 
ee... _. 24.2 2.19 
1964 _..___. . 24.9 2.27 
a 27.3 2.46 
1036 _....... 29.5 2.62 





volume grew from about $140 mil- 
lion*! to $1,466 million,4? an in- 
crease of more than 1,000 per- 
cent, almost three times as fast 
as total drug store sales. Rorem 
and Fischelis have observed that 
the index of drug sales volume 
does not parallel disease  inci- 
dence, but tends to reflect the 
level of expendable consumer in- 
come.** 


A third consequence is the in- 
crease in the share of drug sales 
to hospitals. Of an estimated ex- 
penditure of $190 million in 1929 
for prescription drugs, hospitals 
and dispensaries purchased $25 
million, or less than 13 percent; 
drug stores bought $140 million, 
or 74 percent; and physicians ac- 
counted for the remaining $25 
million.44 A recent survey shows 
that about 24 percent of prescrip- 
tion drugs now goes to hospitals, 
56 percent to drug stores, and 20 
percent to physicians.*® 

A fourth consequence has been 


‘'Rorem, C. R., 
pp. 57-58. 


and Fischelis, R. P., op. cit., 


“Gradual rise seen in average Rx price as 
costly research yields better drugs, op. cit., 
5-9. 


*Rorem, C. R., and Fischelis, R. P., op. cit. 


S Ze. 








“Rorem, C. R., and Fischelis, R. P., op. cit. 
p. 18. 


‘Modern medicine medical market guide: An- 
nual survey, op. cit., pp. 49-53. 
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The New Posey ‘’Patient Aid” 
The new Posey “Patient Aid” is another 
rehabilitation product which encourages 
self-exercise and is a positive aid to the 
geriatric. The patient can raise himself 
without calling for the nurse. 

Catalog +B-654 (For open end beds) $5.95 
each. Catalog +B-654-A (For beds with 
solid foot ends) $5.95 each. 





(New) 
POSEY FOOTBOARD 
No. F-58 Pat. Pend. 
FEATURES: 
e Fits ALL Hospital Beds e Can be 
used with side rails 
e Perpendicular Adjustment e No 
losing parts e@ Posey Anti-Rotation 
Supports (Adjustable, removable, 
cushioned) 
e May be used with traction. 
Posey Footboard, No. F-58, $33.00. 
Anti-Rotation Supports, No. F-58A, $6.00 
each. 
Prices F.O.B. Calif., subject 
without notice. 
Satisfaction guaranteed. 


to change 





McDonald Restraint 
Standard Model: P-4147, $6.15. Extra- 
heavy model: P-353. Riveted construction 
with keylock buckles, $19.80 each. Keeps 
patient in bed. 


SEND YOUR ORDER TODAY 
And Write for Illustrated Literature 
About Other Posey Hospital Equipment 


J.T. POSEY COMPANY 


2727 E. Foothill Blvd. 
Dept. HT 
Pasadena, California 
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the rise in importance to doctor, 
pharmacist, and hospital of the 
“detailman.” As a_ professional 
service representative in the phar- 
maceutical and chemical industry, 
he is required to have scientific 
knowledge and the ability to im- 


part and use it effectively in sell- | 
al | 


ing prescription drug products.*® 

He often is a pharmacist, some- 
times a medical student or gradu- 
ate, always a_ well-informed in- 
dividual. His duties are to visit 





physicians, dentists, veterinarians, | 
wholesale and retail druggists, hos- | 


pitals, clinics, and dispensaries, 
exporters, and all other possible 
purchasers of his company’s phar- 
maceutical preparations. He is 
the means by which the results of 
research and development become 
directly known and used. Although 
exact figures on the number ol 
such “detailmen” currently in the 
labor force is not available, the 
number of registered pharmacists 
alone representing manufacturers 
and wholesalers of drugs increased 
from 2,415 in 1955 to 2,739 in 
1956.47.48 

Peterson, A. F.: Pharmaceutical selling, “‘de- 


tailing’’ and sales training. New York, N. Y 
McGraw-Hill, 1949, p. 2. 


National OCi: 
Licensure statistics 
census of pharmacy 


chart 5. 


Association of Boards of Pharmacy: 
(calendar year 1955) and 
(Jan. 1, 1956), op. cit., 


‘8National Association of Boards of Pharmacy: 
Proceedings, 55th annual convention, p. 61, 
chart 5. 


To Treat Mentally Ill 
Primarily With Drugs 

The world’s first hospital in which 
treatment of the mentally ill is 
based primarily on drug therapy 
has started operation in Port-au- 
Prince, Haiti. 

The Haiti Psychiatric Institute 
is being financed by three phar- 
maceutical companies, Schering 
Corp., Hoffmann-La Roche, Inc., 
and Wyeth International, and the 
Haitian government. It will be 
carried out under the auspices of 
MEDICO (Medical International 
Corporation), the government of 
Haiti and the Department of Men- 
tal Hygiene of the State of New 
York. Nathan S. Kline, M.D., di- 
rector of research, Rockland State 
Hospital, Orangeburg, N. Y., is 
consultant and Louis Mars, M.D., 
psychiatrist and Haitian Minister 
of Foreign Affairs, is the director. 

(Continued on next page) 
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Dirt, fatty soaps and most waxes insulate the con- 
ductive surface, pushing resistance readings sky- 
high. Why risk it? 


Like all fine equipment, your conductive flooring 
can’t function properly unless it’s maintained prop- 
erly. That’s why the LEGGE Man is the best friend 
a floor has. He’s been schooled by the company 
that has spearheaded the crusade for conductive 
safety for a quarter century. 


Recommended by Congoleum-Nairn, Hubbellite 


He supplies LEGGE Cleaners and.Polishes specially 
made to retain conductivity. And he works with 
your crews to assure correct application. Under his 
guidance, your porters really learn the complexities 
of electrostatic spark hazards. Most important, 
your floors stay Safe, conform to requirements of 
NFPA and all other Codes. 


HUBBELLITE, CON- 





GOLEUM-NAIRN and 


nme, r 
Sike p= | other makers of conductive 
= vomumon 5 flooring recommend the ex- 





clusive use of LEGGE ma- 
terials and methods. Want 
some eye-opening facts? Clip 








the coupon for our Free 











booklet, “One Little Spark”. 


Walter G. LEGGE Company, Inc. 
Dept. HT-5, 101 Park Ave., N. Y. 17, N. Y. 
Branch offices in principal cities. 
In Toronto — J. W. Turner Co. 


(0 Send me your Free booklet on Con- 
ductive Floors. 
() Have a Legge Man contact me. 
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a lamp mounted [ima 
onabedside | 
Cabinet (6y ti-Rom) 


_ 


puts the light right where you need it 


Here, for the first time, is a lamp placed where a hospital lamp 
should be placed—on the bedside cabinet within easy reach of the 
patient, yet out of the way of the nurse. This new Hill-Rom lamp is 
attached to the back side of the cabinet. It rolls on a track, so may be 
used on either side of the cabinet. It may also be moved entirely out of 
way when full access to the top of the cabinet is desired. 

A parabola shade inside the outer shade permits spotting the light 
when intensive light is needed for examination. Inverting the shade 
gives indirect light. The shade is ventilated—will never become hot. 
A convenience outlet permits plugging in any electric appliance used 
at the bedside. 


This lamp is completely approved by Underwriters’ Laboratories, Inc. 
as safe for hospital use. Complete information on request. 





ILL-ROM COMPANY, INC. ¢« Batesville, Indiana 








PHARMACY continued 


The primary drugs to be used 
are Trilafon, Equanil, and Mar. 
silid. All are now in use in this 
country for treatment of mental 
and emotional disorders. 


The clinic consists of two wards 
of ten beds each, an outpatient 
department and other necessary 
laboratory and administrative fa- 
cilities. 

The project may determine that 
presently available drugs and ade. 
quate treatment facilities, espe. 
cially for outpatients, are a more 
economical and more socially con. 
structive method of treatment than 
institutionalizing mental patients, 
It may be learned that multimil- 
lion-dollar mental hospitals are 
unnecessary. 


90% of Prescriptions 
New In Last 10 Years 


A recent survey indicates that 
about 90 percent of the 750,000,- 
000 prescriptions written annually 
in the United States are for prod- 
ucts which were not available 10 
years ago. 

In addition, approximately 90% 
of the prescriptions are com- 
pounds which are already pre- 
pared by pharmaceutical houses, 
according to Raymond C. V. Rob- 
inson, M.D., associate professor 
of dermatology, University of 
Maryland, Baltimore. 


Drug Industry Introduced 
44 New Chemical Entities 


The U. S. pharmaceutical industry 
introduced 370 new specialty prod- 
ucts, including 44 new _ single 
chemical entities, in 1958, accord- 
ing to an annual survey by Paul 
de Haen, drug manufacturers’ 
consultant. 


The total number of new prod- 
ucts is the lowest in six years, re- 
flecting increasingly mounting 
costs of promotion and marketing. 


Sixteen of the 44 new chemicals 
either were developed in foreign 
countries or were marketed by 
firms which are owned abroad. 


Cough and cold preparations 
formed one of the largest new 
product group — 13 new cough mix. 
tures, 20 cold products. There were 
five new products in antibiotic. 
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Safe Prednisone Therapy 


Stenisone has been introduced by 
Organon, Inc. for use in providing 
a safe prednisone therapy. 


Each scored tablet contains 5 
mg. of prednisone, an anti-inflam- 
matory steroid; 20 mg. of methan- 
driol, a non-virilizing anabolic 
steroid which helps counteract the 
catabolic, osteoporotic effects of 
prednisone; and 366.6 mg. of ant- 
acid ingredients, which help com- 
bat the tendency of prednisone 
to produce peptic ulcer. 


Stenisone is supplied in bottles 
of 30 and 100 scored tablets. 


For Infection 


Erythrocin®—I.M., an erythromy- 
cin compound dissolved in poly- 
ethylene glycose, has been intro- 
duced by Abbott Laboratories for 
treating infections itramuscularly. 


Each cc. contains 50 mg. of 
Erythrocin base. 


Supplied as sterile solution in 
10 cc. multiple-dose vials, and in 
2 cc. ampoules, 100 mg. 


Parenteral Steroid 


Merck Sharp & Dohme has an- 
nounced Injection ‘Hydeltrasol’, 
an all-purpose parenteral steroid 
recommended for use whenever 
cortico-steroid is indicated. 


Each cc. of the sterile solution 
contains 20 mg. of prednisolone 
21-phosphate. 

Injection ‘Hydeltrasol’ is sup- 
plied in 2 cc. and 5 cc. vials. 


Aids Ovarian Function 


Deluteval, a sterile hormone prep- 
aration to help restore normal 
ovarian function, is now available 
from E. R. Squibb & Sons. 


The preparation combines the 
progestational steriod ester, hy- 
droxyprogesterone caproate (Dela- 
lutin), and the estrogenic steriod 
ester, estradiol valerate (Delestro- 
gen). 

Deluteval is supplied in 2-cc. 
ampuls. 


Vitamin Supplement 


E. R. Squibb & Sons has intro- 
duced Vigran Chewables, a fruit- 


MAY, 1959 


prescription pad For Skin Eruptions 


Triquin is recommended by Win- 
throp Laboratories in the treat- 
ment of light-sensitivity skin erup- 
tions. 


punch flavored vitamin supple- 
ment. 


Each tablet contains 125 percent 


nae : : Each tablet contains 25 mg. of 
of the minimum daily require- 


; . quinacrine hydrochloride (Ata- 
ments of vitamins A, D, B,, and  prine), 65 mg. of chloroquine phos- 
Bp. phate (Aralen), and 50 mg. of hy- 
Vigran Chewables are mar- droxychloroquine sulfate (Plaque- 
keted in bottles of 30 and 90 tab-  !)). | 
lets. Supplied in 100-tablet bottles. 
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RUSCH 
MILLER-ABBOTT 
SENGSTAKEN 
SINGLE LUMEN 
DECOMPRESSION 


TUBES 


e finest quality materials 
e expert workmanship 
e /owest prices 


ASK YOUR DEALER. 


METRO MEDICAL osrrsurors, we 


794 LINCOLN PLACE, BROOKLYN 16, N. Y. 





; 

j 

| ; ; 

| *Trademark— W. Ruesch, K.G. West Germany } 

RUSCH MANUFACTURES A COMPLETE LINE OF SURGICAL CATHETERS | 
Please note the new address: 17 West 17th Street, New York 11, N. Y. 

YOU ARE INVITED TO VISIT OUR BOOTH— NO. 804 AT THE C.H.A. CONVENTION 
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PEMA 


BRAND OF POVIDONE-IODINE 


UNSURPASSED BROAD-RANGE 
GERMICIDAL SPRAY 





.. confirmed in 100 surgical “prepping” procedures’ 


‘*The area was wiped dry (after the usual shave, wash, etc.) and povidone-iodine 
[ BETADINE |. sprayed over an adequate surface. Bacteriological cultures 
taken from the sites before and after operation indicated that all pathogens 
were eliminated by this procedure, the only remaining organisms being 
saprophytes and diptheroids.”’ 


...confirmed in 200 emergency suture cases’ 


- “The wounds were cleansed of all foreign material, debrided and sprayed 
with povidone-iodine [BETADINE] prior to suture... All wounds healed 
per primam without side reactions or evidence of local irritation.”’ 


TOPICALLY APPLIED 


Betadineé « 








pathogenic bacteria 
viruses 

fungi 

protozoa 

yeasts 





e prolonged release of effective germicidal action 
...Will not lead to the development of resistant strains 


e unique film-forming property protects against invading pathogens...effective 
against Staph. aureus and other organisms resistant to topical antibiotics 


_¢ virtually non-irritating to skin and mucosa 


1. Garnes, A. L.; Davidson, E.; Taylor, L. E.; Felix, A. J.; Shidlovsky, B. A., and Prigot, A.: 
Clinical Evaluation of Povidone-Iodine Aerosol Spray in Surgical Practice, Am. J. Surg., 97:49 1959. 


Available: BETADINE Aerosol in 3-0z. bottles. 
BETADINE Antiseptic Solution in 8 and 16-oz. bottles. 
More detailed information upon request. 












\ TAILBY-NASON COMPANY, INC. DOVER, DELAWARE 
sate established in 1905 
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THE LAB 


Training Medical Technologists 


The mechanics of setting up a 
school of medical technology have 
been discussed along with recruit- 
ment, details of physical plant, 
and others. But to the student 
trainee, a most vital part of his 
learning is that which enables him 
to go out into the field and per- 
form as a medical technologist in 
a laboratory. To this practical 
aspect of teaching, and most of 
the principles which govern it, we 
now turn our attention. 


The student’s practical training 
is begun on urinalysis, venipunc- 
ture, and blood count. He works 
under close supervision for the 
first nine weeks and is_ then 
“checked out.” If his work is sat- 
isftactory he may do the tests on 


his own under general supervision 
accompanied by spot checking. 


A student tends to continue in 
the way he is first taught. Good 
habits must, therefore, be instilled 
right from the beginning. A very 
important point in all phases of 
medical technology training is to 
teach the student to raise a ques- 
tion about everything which is 


*Director, the Myers Clinic— Broaddus Hos- 
pital School of Medical Technology affiliated 
with Alderson-Broaddus College, Philippi, W. 
Va. 


Fifth in a Series 


By E. E. Myers, M.D.* 


done and to keep in mind that 
each specimen differs from every 
other specimen as much as the 
appearance of one individual dif- 
fers from another. 


In the interest of developing a 
standard, the same instructor 
should teach the same procedures 
year after year whenever possible. 
This provides a continuity and 
produces technologists with dis- 
tinctive characteristics of the school. 
It also tends to promote tradi- 
tional practices. If a technic is 
handed from one person to an- 
other, it soon becomes so changed 
as to be unrecognizable by the 
original instructor. 


Also useful in performing some 
procedures is the principle of 
prior decision. Using past knowl- 
edge, one appraises the situation, 
decides upon a course of action 
and then pursues it. This avoids 
floundering and trying to decide 
when, where and how to do some- 
thing at the same time one is be- 
ing called upon to do it. It should 
be pointed out, however, that ex- 
perience does not assure one of 
performing correctly. As has been 
wisely said, “Some people make 
the same mistake over and over 
again for fifty years and they call 
that experience.” 

In teaching a technic the best 
method is first to explain the pro- 
cedure, then to demonstrate the 
procedure while the student ob- 
serves, next watch the student 
perform the procedure, making 
criticism and suggestions and hav- 
ing the student repeat until the 
technic is satisfactory, and finally 
to spot check the student during 
the subsequent period of training. 


Each student is assigned a compartment in an 
assignment box labeled with his name in 
which request slips are placed by the instructor. 


The student is assigned material 
to read-on~the subject’ during this 
time. 


If the student asks intelligent 
questions frequently, and if he 
has kept up in his reading and 
knowledge of the tests, and if spot 
checking shows accuracy in_ his 
technic and judgment, he can be 
checked out to do routine urinal- 
yses and blood counts under gen- 
eral supervision within nine weeks. 


Use of demonstration eyepiece. This type 
of instruction is necessary in the early part of 


training in Urinalysis and Hematology. 


Urinalysis 

The technic of the chemical and 
physical part of urinalysis is rather 
quickly learned, but the micro- 
scopic is not begun until two 
weeks after the student starts on 
the first part of the examination. 
In the meantime, he is instructed 
on the appearance of microscopic 
structures by means of the demon- 
stration eyepiece. 

At first the student is given a 
urine sediment slide which has 
been examined by the technologist 

(Continued on next page) 











URINALYSIS MICROSCOPIC WORK SHEET 

















cian NI Date 
STUDENT (Initials) INSTRUCTOR (Initials) SPECIAL COMMENTS 

| WAGs ...... /HPF 
NEES re oOo R.B.Cs. /HPF | 
Casts. Hyal. /LPF % Casts. Hyal. /LPF 

Gran. /LPF Gran. /LPF 
Mucus - Mucus 
Ep. Cs., Squa. Renal Ep. Cs., Squa. Renal 
Bacteria Bacteria | 
Crystals - Crystals | 
Remarks Remarks 

ALBUMIN ALBUMIN 

Figure 1}. 


LAB continued 


in the department. After a week 
or two, the student begins to re- 
move the sediment from the centri- 
fuge tube, from one of two prep- 
arations of the same urine. After 
about two weeks, if his work is 
satisfactory, the student begins to 
examine the original urine sedi- 
ment under close supervision of 
the instructor. 


A very helpful urinalysis micro- 
scopic work sheet has been used 
in our laboratory which permits a 
comparison of the results of the 
student and the instructor (See 
Figure 1). The work sheet meas- 
ures about 812” x 414” and is ar- 
ranged for folding so that the 
student and the instructor may 
each do the examination without 
knowledge of the findings of the 
other. The microscopic findings 
are correlated with the results of 
the test for albumin. The student 
is graded, counting about 10 per- 
cent for each line, and after two 
or three weeks of this type of 
training, he should be ready to 
be checked out to do urinalysis 
under close supervision and spot 
checking. 


Venipuncture 


In teaching venipuncture, the 
student should first be taught cor- 
rect application of the tourniquet 
— not too tight, not too loose, not 
too prolonged; and proper cleans- 
ing of the skin — not too vigorous, 
and concentrated only on the area 
that is going to be punctured. 
The author much prefers a 2” x 2” 


88 


the tourniquet. 


sponge to the conventional cotton 
pledget. 


It is a good idea to apply the 
tourniquet, select the vein and 
decide on the site of puncture, 
cleanse the skin and then remove 
The circulation 
is re-established while the syringe 
and needle are being prepared. 
Then, when the tourniquet is re- 
placed, the venipuncture can be 
done quickly and with decision. 


The technic of venipuncture 
can probably best be taught by 
using a piece of rubber tubing. 
This is superior in many respects 
to using a manikin. If the stu- 
dent practices on tubing, when he 


begins to stick the arm he will 
think of the vein as something io 
be punctured like tubing and this 
will give a focus of concentration 
which would not be obtained 
otherwise. The angle of puncture 
can be shown, and the dimple at 
the needle point will be the same 
as occurs on puncturing the vein. 


The student first practices on 
rubber tubing and then on one 
of the other students or personne] 
under supervision. Prior to this 
he has observed many venipunc- 
tures by the instructors. 


He is taught deliberate move- 
ments and he is taught to enter 
the vein on the first attempt. No 
student or technologist should be 
permitted to make more than two 
attempts to enter one vein, or try 
more than one other vein before 
calling on someone else from the 
laboratory to do the venipuncture. 
After the specimen has been ob- 
tained, the needle is withdrawn 
quickly. A dry sponge is put on 
the vein immediately after with- 
drawal of the needle and not dur- 
ing withdrawal, since the latter 
tends to cause cutting and tearing 
of the vein. A rubbing circular 
motion is made with the sponge di- 
rectly over the puncture site as 
though the hole in a piece of cloth 
were being closed. This is best 
done with the tip of the finger 
through the sponge and is neces- 


Rubber tubing is punctured in practice for venipuncture. The needle is held at an angle of 


30° to 45° to the tubing and as the point of the needle picks up the tubing and is pushed 


forward, the syringe is lowered so that as the needle enters the tubing it is practically parallel 


to it. Note the dimple at the point of the needle which can also be seen as a vein is punctured. 
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Right: Proper equipment and technic for ven- 
jpuncture. For best technic it is necessary to 
yse an eccentric tip syringe. 


sary for only a second or two; 
then the forearm of the patient is 
flexed. 


The vein is inspected after the 
blood is put into the tubes. No 
poking, punching, jabbing or sud- 
den movements are ever permitted. 
The student must be taught to 
observe the patient for fainting 
and instructed in what to do in 
this emergency. 

Progress Record 

At the end of each three week 
period, the student is graded on 
various aspects or progress as re- 
gards technical skills, knowledge 
acquired, personal qualities, and 
general attitudes. Incidents ol 
merit and demerit are also. re- 
corded so that there is a complete 
record of student progress as well 

a his grades and courses. (See 
Figure 2.) 
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Left: Close-up showing proper technic of veni- 
puncture. Note that the skin is stretched with 
the thumb of the left hand. The syringe is 
held at an angle of 30° to 45° and the angle 
is reduced as the needle enters the vein, 
until the needle is practically parallel to arm. 





Figure 2, below: 





STUDENT PROGRESS REPORT 
School of Medical Technology 











Name Wk. Period 
Department From To 
(Indicate Grade by A, B, C, D, or F in spaces below.) 
Accuracy Initiative 
Speed Cooperativeness 
Technic Patient Attitudes 
Organization Responsibility 
Upkeep of Dept. Personal appearance 
Knowledge Interest 
Study Habits Perseverance 
Originality General attitudes 
Judgment Courtesy 
Remarks: 
Incidents of Merit or Demerit (give in detail) 
Signed 


Date 


(use reverse side if necessary) 











Prevent ‘nd Treat 


Perianal Dermatitis 
Successfull 


DIAPARENE® PERI-ANAL® has proved highly effective in the prevention 
and control of perianal dermatitis because it: 


1 Prevents perianal dermatitis caused by transitional 
* stools of the newborn: 


P Prevents erythema, desquamation and ulceration of 
* perianal area which commonly occurs from diarrhea 
and loose stools following oral antibiotic therapy : 


3 Stimulates epithelization and promotes rapid 
* healing. 


A Protects denuded perianal area from 
* secondary bacterial infections. 


ACTIVE INGREDIENTS: Methylbenzethonium 

chloride, zinc oxide, starch, cod liver oll and 
THE WATER Rep LLEN 

casein in a water repellent base. 1 £® REPELLENT Catan PrYsicians PRescriag | 


’ I 


Supplied: 1 oz. and 2 oz. tubes, and 1 Ib. jars. SH } lipene Per Ang 


i} 

ANTI OACTERAL o ant, never 
SPECIAL FOR HOSPITALS—% oz. individual === " 
bassinet tubes... saves time, economical, 
guards against cross infection, 


wll 





HOMEMAKERS PRODUCTS DIVISION « George A. Breon Company « 1450 Broadway, New York 18, N.Y: 
1. Grossman, L.: Archives of Pediatrics, 71: 173—179, June 1954. 


ANOTHER FINE PEDIATRIC SPECIALTY BY BREON 
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Inimitable Way Station 
For Amputee Children 


By Ellen L. Davis 


@ Things being relative, the legless child regards his 
one-legged companion with a wistful awareness of 
his own limitations. The companion, in turn, looks 
upon a normal child, engaged in his pounding pur- 
suit of all things active and exhilarating, with 
numbing awe. 

As human beings, we live within the boundaries 
of certain physical, mental, and, to some extent, 
spiritual laws. But there is no law that says that 
what one starts with is the measure of one’s poten- 
tial, or the indelible blueprint of one’s future 
achievement. 

None of this, of course, could be of less interest 
to the infants and children who have been short- 
changed by nature, or robbed by illness or injury 
of their full share of physical equipment, and come 
to the Mary Free Bed Guild Children’s Hospital 
and Orthopedic Center in Grand Rapids, Michigan, 
to reclaim some portion of their birthright. 


The men and women who dedicate themselves to 
the rehabilitation of these children do have an 
interest in these laws and limitations, expressed in 
an obstinate refusal to accept them carte blanche, 
and a passionate insistence that “it doesn’t have to 
be this way.”” Such thinking has accomplished some 
miraculous inversion of law and platitude; even the 
inexorable law of diminishing returns gives way to 
the patent fact of ever-increasing returns. 


It is well that the resources of toughminded ten- 


Patience, as much as protheses, helps the 
amputee solve his physical and emotional 
problems, and is practised on the lightest 
level, not only by nurses and therapists, 
but by all who come in contact with the 
children. The double-arm amputee on the 
left has recently been fitted with his 
Prosthesis; the little girl on the right is 
still undergoing preparatory therapy. 
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Mary Free Bed Guild Hospital — 
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derness and patience (spun so taut and curbed so 
rigidly in expression as to be almost painful to the 
undisciplined observer) have been deep and constant 
from the beginning, for the initial financial resources 
of the Guild were exactly six cents—the contents 
of a purse found by a board member nearly 70 
years ago. 


It was in 1891 that a member of the board, visit- 
ing in Detroit, learned that a hospital there had 
established an endowed bed in memory of Mary — 
any Mary. Persons with friends, relatives, or loved 
ones bearing that name were asked to contribute. 
She brought back the idea to Grand Rapids, the 
first contribution was made and duly recorded on 
the books, and by 1911 the fund had grown to 
$2,430.40. Articles of Incorporation were drawn up, 
the Mary Free Bed Guild of Grand Rapids, Michi- 
gan came into being officially, and established a 
bed sufficiently endowed to be in use throughout 
the year. 


In 1918, the old United Benevolent Association 
Hospital became the Blodgett Memorial Hospital 
and joined the Welfare Union, which automatically 
barred it from receiving guild help. The guild 
turned over an endowment of $10,000 to the hospi- 
tal, and itself became an independent organization. 
Its first clinic for crippled children was held in 
Blodgett Memorial in 1920, with seven children, 


(Continued on next page) 



























Almost anything can be a game, if you know how to play it. The 
youngster above has no fear of her prosthesis because she loves and 
trusts the women who are teaching her how to wear it, care for it, 
and, in time, make it an integral part of her body. 


PEDIATRICS continued 


Today, in a four-story brick building, the Mary 
Free Bed Guild Children’s Hospital and Orthopedic 
Center is the orthopedic center of Western Michi- 
gan, the Juvenile Amputee Training Center, and 
the Juvenile Paraplegic Training Center, designated 
in all these instances by the Michigan Crippled 
Children Commission. It has opened a Rheumatic 
Fever Ward approved by the state, and has estab- 
lished, for cleft palate cases and those children need- 
ing aesthetic restoration of badly deformed mouths, 
an Orthodontic Clinic approved by the Michigan 
Crippled Children Commission. On December 24, 
1958, an addition to the building was completed 
for administrative offices and outpatient department. 
The out- and inpatient sections, however, join to- 
gether in the highly integrated team approach that 
typifies the entire operation, and physically in a 
color scheme of sunny yellow accented by cool green. 

The case load (infancy to 21 years) in an average 
year breaks down as follows: poliomyelitis, 281 cases; 
cerebral palsy, 70; scoliosis, 8; plastic surgery, 73; 
fractures, 8; paraplegics, 29; amputees, 47; rheu- 
matic fever, 35; bone and joint diseases, 39; metabolic 
problems, 21; congenital deformities, 18; inpatient 
dental appointments, 366. 





The outpatient department numbers 299 cerebral 
palsy clinic appointments, and 281 dental appoint. 
ments. The average inpatient stay is 64 days, but 
may be as long as a year, depending on the needs 
of the individual child. With the decrease in polio. 
myelitis, an increasing number of young adults are 
being admitted to the hospital. 

The current capacity is about 140. The staff con. 
sists of 109 professional personnel (therapists, nurses) 
and 57 non-professional members in various depart- 
ments. The brace shop is staffed by two certified 
brace makers and one apprentice, a shoe man, and a 
corsetiere. 

The Prosthetics Research Board of the National 
Research Council, National Academy of Sciences, of 
which General F. S. Strong is Chairman, selected 
the Michigan Crippled Children Commission as the 
state crippled children agency having a_ program 
that would readily lend itself to the overall research 
program in prosthetics for amputees. 


Doctor Carleton Dean, Director of the Michigan 
Crippled Children Commission, had been adminis- 
tratively responsible for the state’s child amputee 
program for a number of years, having started the 
original project because a survey of Michigan child 
amputeees had shown that seven out of eight arm 
amputees were not wearing their prostheses. This 
was partly due to the lack of proper fitting, but 
basically was due to the lack of suitable and ade- 
quately functional prostheses for the various types 
of amputees. In addition, there were no existing 
facilities or established procedures to determine 
whether the child was physically conditioned to 
accept a prosthesis or to provide him with instruc- 
tions and training in its use. 

The physical aspects of the treatment at Mary 
Free Bed Guild Children’s Hospital were under 
the direction of George T. Aitken, M.D., and 
Charles H. Frantz, M.D., who are members of the 
Committee on Child’s Prosthetic Problems, the 
Prosthetics Research Board of the National Research 
Council, as well as Diplomates* of the American 
Board of Orthopedic Surgery. 

Until two years ago the child amputee project 

(Continued on page 94) 


When it was found that the only muscles in 
her body that would work were in one leg, 
the staff assembled a highly complex pulley 
system which enabled this teenage girl to eat, 
brush her teeth, comb her hair, and apply 
lipstick. Her greatest achievement was learn- 
ing to use an electric typewriter by means 
of a stick held between her teeth. 
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was financed by the Michigan Crippled Children 
Commission, its services being limited to Michgan 
children. The success of the project sponsored by 
the Commission prompted the Children’s Bureau of 
the U. S. Department of Health, Education and 
Welfare to make a special grant to the Commission 
in order that these services might be made available 
to child amputees of other states. 


Children are referred into the hospital by physi- 
cians only. The referring physician may select any 
staff doctor he wishes to attend his patient for con- 
sultation. There is a hospital staff of 72 doctors, 
nearly all of them specialists or board men in their 
fields. No surgery or x-ray is done at Mary Free 
Bed; children are taken to one of three large local 
general hospitals for such services in order to elimi- 
nate duplication of effort and increased expense. 

Prostheses are often fitted for infants at five or six 
months, but the best age for an actual prosthesis 
would be 18 months. Infants lacking a hand are 
fitted early which helps them maintain balance while 
learning to creep, and possibly increases the likeli- 
hood of good control, balance, and posture in young 
childhood. Children are given physical and/or occu- 
pational therapy, as ordered by the doctors in their 
initial examination and evaluation. 

Initial examination and evaluation of amputee 
children is made at the Michigan Crippled Children 
Commission Amputee Clinic, and the team consists of 
orthopedic surgeon, therapists, medical social worker 
and prosthetist. 

The first contact establishes rapport with the 
child and his parents, and initiates the psychological 
preparation both need for the program to follow. 
Teamwork, as noted, is critical, both during the 
patient’s stay, and after his return home, when pro- 
fessional and parental follow-up is diligent and 
enlightened. 

During this visit to the area amputee clinic, an 
attempt is made to judge the child’s potential future. 
The stump is examined to determine its functional 
capacity for a prosthesis, and the possible need for 
further surgery. If he already has a prosthesis, this, 
too, is evaluated, and may be satisfactory, modified, 
or discarded for one of greater utility. Measure- 
ments are taken, and a prescription for the prosthesis 
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is usually made. All prostheses are made by private 
manufacturers. Adjustments to increase their ‘unc. 
tional proficiency, and special devices, on braces or 
limbs, are made in the brace or limb shop. 

All phases of the child’s program start simultane. 
ously, and are concurrent throughout his stay. Indi- 
vidual therapy is the rule. 

Cerebral palsy patients are kept within one unit 
because they respond better in a controlled environ. 
ment, have a short attention span, and are easily 
distracted by other children. Barbara Cunningham, 
Registered Physical Therapist, a graduate ol the 
University of Pennsylvania, and formerly with the 
Gonzales Warm Springs Foundation in Gonzales, 
Texas, heads the cerebral palsy unit, which handles 
11 patients as the norm, but can take care of 18 
comfortably. She and her occupational therapy col. 
league, Miss Sue Darling, Registered Occupational 
Therapist, evaluate each child’s sitting and standing 
balance, check for strength, tightness and coordina. 
tion of muscles, and with the doctor’s orders at hand, 
work out the individual's schedule. 

In the amputee program, there are two phases of 
physical therapy under the direction of the director, 
Doris Koopman, Registered Physical Therapist, a 
graduate of Antioch College in Ohio, and Columbia 
University, in New York City. 

Pre- and post-prosthetic training is given to develop 
muscular strength and control, followed by education 
regarding the function of the prosthetic controls, 
and training in their actual use. Pre-prosthetic ther- 
apy is given during the four-to-six-week period needed 
to design, produce and fit the prosthesis, to avoid 
any gap in the program. 

Full range of motions of the joints of the affected 
side are aimed for first, and limitation of motion in 
any joint corrected. For instance, in a thigh stump, 
a hip flexor contracture may occur because the hip 
flexor group of muscles has been preserved while the 
hamstrings, or posterior muscles of the thigh, which 
extend the hip, have been partially removed. Al: 
though contractural deformities are not common in 
children, there may be scar contractures in bum 
cases, and flexion contractures have also been en- 
countered in congenital cases. 

The amputee child requires stump care, this in- 
cludes bandaging to shrink the stump to the siz 
and contour recommended by the orthopedist, and 
helps avoid circulatory and nerve-end troubles. 








typical, normal style. When these young cere- 
bral palsy victims first came to the hospital, 
they were unable to even help feed them- 
selves. It’s been a long, hard road to this 











measure of self-sufficiency, but their smiles 
are reward enough for everyone concerned. 
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Pool therapy, in 94° water, gives buoyancy and 
relaxation, and the traumatic amputee obtains a 
larger range of motion for his muscles with water 
as an aid. 

For the lower extremity amputee, physical therapy 
is directed towards gait training. Correct posture 
is dependent upon good musculature and body me- 
chanics. Conditioning exercises, in addition to de- 
veloping muscle groups, improve rhythm and body 
coordination. The ability to balance on both limbs 
must be mastered before taking a step on the new 
prosthesis. When balance has been attained, the 
patient is taught a proper gait and control of the 
limb. 


The orthopedic surgeon and the therapist are 
present at the fitting, and adjustments are made to 
suit the needs of the child. The parents, too, are 
present, and almost without exception, their emo- 
tional conflicts, rejection of the handicap, and initial 
reluctance to leave the child at the hospital, are 
swept away by the rush of gratitude and hope at 
seeing their child standing in a pair of shoes for the 
first time in many anxious months. 


Although hand functions develop more slowly in 
all children, experience shows that at two years the 
child has developed sufficient dexterity, to apply his 
training and to comprehend directions. Some young- 
sters obtain a high degree of proficiency in a rela- 
tively short time. One school-age boy with double 
arm prostheses who was writing a letter during this 
reporter’s visit, was seen to unknit his brows long 
enough to fish a penny out of his pocket and get a 
ball of chewing gum from a slot machine as an aid 
to creative concentration. It was obvious that the 
mental struggle involved in a letter home was much 
more wearing than any physical expenditure. 

In the toddler group, the majority of which are 
congenital amputees, initial assistive means employed 
are external supports such as stand-up tables; mobile 
walkers and weighted chairs with casters; parallel 
bars and canes. 

The site of amputation to a large extent deter- 
mines the length of the training period. The bi- 
lateral above knee amputee cannot be expected to 
walk independently as soon as the unilateral case. 
The toddler, never having developed a sense of 
balance or walking pattern, must be motivated to 
stand and walk as is the normal child. The very 
young child, not yet assured of facility in handling 
objects with his natural hand, let alone a prosthesis, 
requires large doses of motivation. 
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The youngster at the far end of the table, above, is hard put to feed 
herself; but she knows her friends will help her — quietly and _ skill- 
fully — whenever she needs them. 





The boy below is learning how to put on his prosthesis correctly 
He is also learning all the things that would be taught him in public 
school, and is a better-than-average student. 








The godmother of all motivation is patience, and 
patience as it is practised by the rehabilitation team 
is kin to that possessed by angels. The natural 
instinct to reach out and help a fumbling hook 
close on the desired object does not necessarily lose 
its shattering impact on the therapists -through daily 
recurrence. Nor does the impulse to gather up the 
fallen child get any easier to restrain, For fall he 
does, and must, and one of the first things an am- 
putee is taught is how to fall, breaking the force of 
his descent with his hands. How to get up alone, 
the lesson immediately following, is even more com- 
plicated. 


Motivation in the very young arm amputee leans 
primarily to holding a desired toy above his head. 
Desire, obviously, is going to spend itself in short 
order unless it is tempered with attainment, and 
recognition of the precise second when help is indi- 
cated for the child ranks second only to patience and 
a sense of humor. Experienced therapists develop 
this sixth sense to a degree equalled only by those 
dealing with premature infants. It can neither be 
pinned down, explained nor passed on; it is the 
result of being an integral part of the child’s life. 

The elementary school age usually attains a high 
degree of dexterity. This group is especially pro- 
gressive, and with the cooperation of the parents 
success can be anticipated in nearly 100 percent of 
the patients. 
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@ TOPICS concludes its report in this issue. 
Selected abstracts from this congress in which the 
abnormal child was discussed were presented in 
Pediatrics in the April issue. 


Easing Tensions 





Socio-Economic and Psychological 
Stresses of Pregnancy Can be Managed 
Belore any woman even attempts to become 
pregnant, she should have a thorough physical ex- 
amination for physiological changes in ureters 
and bowels which may cause subsequent infections, 
and have a complete history taken which may in- 
dicate the need for urinary observation, and cor- 
rection, insofar as is possible, of foot trouble and 
faulty posture. 


Further, girls should be taught, in early school 
days, the facts of the anatomy and functions, so 
that they will have an intelligent knowledge ol 
themselves, and be aware of the need for periodic 
examinations. Many ill-formed and ill-fed poten- 
tial mothers could be helped long before they 
marry. 

Most modern 
strain. 


stresses relate to socio-economic 
Many mothers work, and the impact of 
handling a job, a home, and a child, should not 
be minimized. Each mother should be instructed 
and handled according to her individual needs. 
To start breast feeding with a woman who must 
return to work soon after having her child is 
ridiculous. Her post-partum care is apt to be 
slight if she’s a working woman—so while she’s 
still in the hospital and happy over the achieve- 
ment of motherhood is an ideal time to instruct 
her. 

There are, too, the psychological stresses. We 
used to think vomiting was a rejection of the 
mother role, and this is true to a certain extent. 
But we find that if we tell the mother she doesn’t 
have to go through this phase, she usually doesn’t. 


The anticipation of an illegitimate child often 
upsets a woman to the point she would rather 
risk developing toxemia than seek pre-natal care. 
However, we are making some strides in reducing 
this stigma, so underserved, and there are fewer 
suicides for this reason than formerly. 
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To lump together psychoses of childbirth is very 
shortsighted. The mother can suffer counterparts 
of all types of psychoses, and we can see that the 
seeds were planted much earlier, exactly as in the 
non-mother types. Toxic delirium is no different 
than any other type of toxia. Exhaustion after 
the depletion of hemorrhage is no different than 
the exhaustion of going home and running a 
job, a house, and taking care of a handful of 
other children along with the newborn. And 
I might add that psychoses affect pregnant women 
who loved their parents equally with those who 
hated their fathers and mothers. 


Each woman must be handled as an individual. 
Why postulate natural childbirth for all? We 
wouldn’t recommend a local anesthesia for all 
operations. Obstetrics needs teamwork. The better 
the obstetrician, the medical doctor, the pediatri- 
cian, nurses, and dietitians, and the better they 
work together to make a mutual contribution, 
the better ceop of youngsters we'll have in future 
years.—Bayard Carter, M.D., professor of obstetrics 
and gyneocology, Duke University, Durham, N.C. 


Emotional Stabilizers 


Enlightened Patient Makes Best 
Adjustment to Psychological Changes 
Pregnancy is a major experience for women, and 
brings changes in the physical, psychological, so- 
cial, and economic spheres. 





It is a truism that there are no specific psy- 
chiatric diseases that occur during pregnancy or in 
the post-partum period. We encounter the same 
diagnostic categories that we do in non-pregnant 
women. Latent or repressed psychological factors 
may, under the stress of maintaining physiological 
and emotional balance, prove too great for the 
patient’s ego resources, with the result that psycho- 
pathological reactions occur. The incidence of 
psychological disturbance has never been deter- 
mined, to my knowledge. My clinical impression 
is that such reactions are relatively rare as judged 
by psychiatric consultations. 

In a study at the Harvard Family Health Clinic, 
80 percent of a group of lower middle and upper 


(Continued on next page) 
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OB continued 


lower socio-economic class primiparas admitted 
conscious feelings of marked disappointment and 
anxiety when they found they had become preg- 
nant. Many women hide these feelings, not only 
because they conflict with their own explicit value 
system, but also because they fear condemnation. 
As the pregnancy advances, the number of mothers 
rejecting their babies continues to decline and 
by the middle of the fifth month there are few 
women who have not decided that they are glad 
they are pregnant. They have not been rejecting 
the baby but the pregnancy. 


The occurrence of psychiatric disturbance is, like 
normalcy, dependent upon the individual’s per- 
sonality structure. A primipara has literally been 
in preparation for pregnancy since she herself 
was a baby. Her reaction, then, is determined 
basically by the success she’s met with in making 
her fundamental life adjustment, being a woman. 
Even a relatively well-adjusted woman may suffer 
either a neurotic or psychotic illness, depending 
on the stresses she’s exposed to. 


Usually in the early stages of pregnancy, appre 
hensions are of physical change. -Here we find 
disproportionate concern with the diet and minor 
physical discomforts. Many women, because of 
restlessness, unhappiness, boredom, or as a_ re- 
volt against restrictions, derive a particular grati- 
fication from overeating. Later, when the matter 
of loss of figure is no longer academic, the need 
for oral gratification may increase. 


Another significant symptom is that of persist- 
ent nausea and vomiting. This can be attributed 
to a form of attempted expulsion of the fetus, 
relayed to childhood ideas of oral impregnation, 
but a physical basis may exist, and some authori- 
ties feel this is primarily the cause. To favor 
its being a psychological situation is the experi- 
ence that the symptom usually yields to hypnotic 
suggestion. 


Early in the third trimester are other symptoms 
whose origin are unknown. They are probably 
the emotional manifestations of complicated meta- 
bolic processes. Mood changes such as euphoria, 
mild depression, mood swings, irritability and 
capricious changes in appetite are seen. These 
cause the patient and her family discomfort, and 
may also alarm them. Reassurance regarding their 
normalcy is important. 


One special example of appetite change is of 
considerable importance, and that is an. altera- 
tion in the women’s sexual desire, which is 
usually associated with changes in sexual perform- 
ance. This may easily lead to marital difficulties, 
especially since her lowered sexual performance 
coincides with increased demands for love and 
affection. The obstetrician should seize an early 
opportunity for a joint conference with husband 
and wife, and within the context of a general 
discussion about the expectable manifestations of 
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pregnancy, information can be imparted about 
the changes in sex life which often occur, 


Another common manifestation of pregnancy is 
the increased introversion, passivity, and depend- 
ency of many women. This begins to be seen in 
the middle of the second trimester, rises to a 
peak around the 30th to 35th week, and doesn’t 
disappear till a few weeks after delivery. 

This change is probably hormonal in origin, 
and may have the biological meaning that in the 
same way the woman needs to take in extra 
nourishment to build the tissues of her fetus, she 
has to take in extra supplies of love and affec- 
tion which she will later pass on to her baby. 
The husband needs reassurance that his wife’s per- 
sonality changes are of a temporary nature, and 
have a useful aspect in regard to funneling the 
love of the whole family into a reservoir fon 
the use of the new baby. 

In the latter part of gestation, a patient’s fears 
are usually of another sort. Here we find ap- 
prehension about the baby, such as sex, its bodily 
and mental integrity and the approaching ex- 
perience of labor. 

The physician who attends a pregnant woman 
has responsibility for her mental as well as _physi- 
cal care. If he engages the patient’s interest and 
makes her at ease in his presence, he can cor- 
rect mistaken ideas and previous faulty advice. He 
can sometimes afford both opportunity for ven- 
tilation and a degree of reassurance of her fears 
and dreads. The physician himself is the most 

therapeutic agent available to his patient. — Paul 
M. Cadwell, M.D. Springfield, Ill. 


Nurse Can Help 


Breast-Fed Child 
Gets Better Start 


It is a known fact that behavior problems in 
children are more common in bottle babies than 
breast-fed babies; psychologists automatically check 
the child’s history to ascertain just this point. 





Why do breast-fed babies get a better start in 
life? Because it’s the first experience in the out- 
side world for the baby, and the beginning of the 
love relationship. After nine months in the 
mother’s body, it softens the abruptness of the 
separation. 

Why, then, is it a problem to get some women 
to breast feed, especially since it’s a basic function 
of a woman, and enhances her femininity? ‘The 
cultural emphasis plays a part, making it, to some, 
distasteful or animal-like. The prestige factor is 
another, and one which led our ancestors to have 
wet nurses. Or, frankly, she doesn’t want to be 
bothered. If the aversion is deep-seated, and the 
patient agrees to try, she'll sabotage the effort 
somewhere along the line. She won't have enough 
milk; the baby won't cooperate. 

The nurse’s attitude can play a vital part. Think 
intelligently and constructively, and your own 
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feelings will get through to the mother. En- 
courage her without being adamant; remind her 
that her child’s earliest personality begins with 
feeding.—Evelyn Cantrall, Ph.D., Springfield, U1. 


Obstetrical Anesthesia 


Sean Risk Incurred 
With All Procedures 


Sir James Simpson, one of the first obstetricians 
to interest himself in obstetrical anesthesia, started 
experiments in the 1840’s, and in 1850 adminis- 
tered chloroform to the queen during delivery. 
However, he was not basically interested in re- 
lieving pain, but in the fact that the patient 
seemed to do better generally. 





We must remember that whatever we do, anes- 
thetically speaking, we have to pay a price. In 
surgery, we are much concerned about airways 
(elimination of food prior to operation); in ob- 
stetrics, we miss out on this type of prepping. I 
prefer a block anesthesia for surgery if the patient 
has a full stomach, and the same reasoning goes 
for obstetrics. 

Regional anesthesia is my first choice, too, 
though I believe everyone should be familiar with 
one or two technics. I don’t agree that caudal is 
easier to learn than the saddle block, which is 
simpler for residents because they have previously 
placed the needle in the spine. Once learned, 
however, most do prefer the caudal. 

Most of the disfavor as regards the saddle block 
is due to improper dosage, and improperly pre- 
pared solutions and trays. Solutions are now 
autoclaved, and we prepare our own trays, paying 
attention to such small details as the absence of 
any trace of detergent on the needles. 


Meticulous attention to low dosage and a finer- 
gauge needle cuts down on post-spinal headache, 
and keeps hypertension and paralysis rare and 
manageable.—Raymond Rose, M.D., LaGrange, Il. 


Unwritten Law 


Vague Laws Not As Indicative of 
Responsibilities as Nurses’ Common Sense 


(This round-table discussion was devoted to ques- 
tions from the audience regarding the legal re- 
sponsibilities of obstetrical nursing directed to 
panelists Esther Buccieri, R.N., Chicago; George 
Hall, attorney, Chicago AMA; Earl Bucher, M.D., 
Danville; and Tony Perry, hospital administrator, 
Decatur.) 


Q. What is the legal responsibility of a nurse 
in giving intravenous fluids? Some feel it is illegal; 
among the more recently graduated registered 
nurses, some are trained to give them, others not. 


MR. HALL: Negligence is construed to be a 
matter of omission; i.€., when one is qualified to 
do a given thing, and it is reasonable to do so, she 
fails to perform, or vice versa. Bad results do not 
necessarily indicate negligence. Though one source 
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may say the hospital is responsible, another the 
physician, the fact remains that you are respon- 
sible for the performance of your own acts — 
though it is also a fact that nurses are rarely sued 
because attorneys assume them to be possessed of 
a limited amount of money. 

When a nurse is specifically trained to administer 
IV, or when she administers it under the super- 
vision of a physician, the law approves. It is 
when nurses stray from their own functions that 
they run the danger of the unlicensed practice 6! 
medicine. And even so, interpretations vary. 

The largest number of suits involving nurses 
concern burns and bed falls. In the case of bed 
rails, it’s only common sense to use your own 
judgment, without waiting on instructions from the 
doctor. If you fail to do so, and a fall results, 
you are liable. The same is true of hot wate 
bottles. You must make them available to the 
patient on doctors’ orders, but you need no orders 
to see that they are the proper temperature. 

Getting back to responsibility, the hospital is 
generally held liable for the acts of its nurses, in- 
asmuch as they hire you, and should investigate 
both your capacities and your desire to use them. 


MR. PERRY: A good rule of thumb regarding 
IV is, have you been trained to do it alone, o1 
under medical supervision? What is the custom 
in your hospital? You cannot be held liable for 
(Continued on next page) 
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OB continued 


the procedure accepted by the hospital where you 
work. 

Q. What if the drug the nurse is being asked 
to administer is still in the research stage, and 
neither she, nor anyone else, is sure of what re- 
action the patient will have? 

MR. HALL: The law asserts that the adminis- 
tration of such a drug is proper if the patient 
has given consent and has been fully informed 
of the conditions. 

Q. What if the patient goes into shock? Shouldn’t 
the doctor be required to remain to observe the 
reaction? 
MR. HALL: 
Q. Must a nurse give a large dose of medication 
if she knows there is not sufficient staff for observa- 
tion? 

MR. HALL: She should refer the problem to her 
supervisor, since the order may concern a life- 
giving drug. This reference to the next rung ol 
the ladder of command is a good one. 


Definitely. 


Q. Can a doctor ever have the right to hold a 
nurse to verbal orders? 

DR. BUCHER: He has had the right since the in- 
vention of the telephone. However, the nurse should 
write out the order and obtain his signature as 
soon as possible. Most mistakes occur through 
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misunderstandings. Always repeat orders back to 
the doctor. If you do not, and administer a wrong 
drug, or improper dosage, you are then liable. 


Q. What if a doctor starts an IV, but refuses to 
stay on for the length of the induction? 


DR. BUCHER: This is the problem of the head 
of the obstetrical staff. Rules should be in writing, 
so that everyone knows her specific areas of re- 
sponsibility. If it is decided some nurses can give 
IV, they should be chosen for their ability not 
only to give the induction, but to measure up to 
the responsibility it entails. 

MR. PERRY: It is the moral, if not the legal, 
responsibility of the hospital to see that its doctors 
have qualified nurses to carry out their instructions. 
If they are not specifically trained in certain areas, 
it is the hospital’s duty to see that they are ori- 
ented. 


Q. Who is responsible for aides’ actions? 

MR. HALL: Administration; they hired them. 
Therefore, if an aide is inadequate, it is up to you 
to report this fact to the administration. 

Q. How many nurses are covered by malpractice 
insurance, taken out by the hospital? 

A. A show of hands by the 34 nurses attending 
the round table revealed that six were so covered; 
the remaining 28 either had no coverage or didn’t 
know their status. 


Dual Personality 





Radiation Can be Benevolent or 
Malevolent, Depending on the Users 
There are two types of radiation: x-rays, and 
rays from radioactive materials, both of which 
may be somatic or genetic. Somatic effects are 
reddening of the skin, loss of hair, and othe 
results following treatment. Genetic effects are 
not defined exclusively in humans, and probably 
won't appear for several generations, when they 
will appear sporadically. These will result, not 
from individual doses, but mass exposure. 

Package requests for x-ray too often originate 
in the lack of an adequate history or physical 
exam. We used to get requests for “the left leg, 
including hip and foot.” This has become “left 
knee and ankle.” 

There are many protective gadgets which are 
wonderful — if they are used consistently. We 
have [filters to screen out the useless rays, aluminum 
and copper cones to define the area of spread; 
lead screens and adjustable stands, leaded gloves, 
pants and aprons, and gonadal shields. A Ger- 
man x-ray machine even has a lead-impregnated 
restraining sheet so that even the forgetful opera- 
tor protects the patient. It is an ultimatum 
with us that all protective devices be used rou- 
tinely, and for inspection purposes we look fo! 
telltale dust and _ stiffness indicating lack o! 
consistent use. — Roger A. Harvey, M.D., chairman, 
department of radiology, University of Illinois 
College of Medicine, Chicago. 
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trol of cross infection. 
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REHABILITATION MEDICINE. By How- 
ard A. Rusk, M.D. St. Louis, Mo.: The 
C. V. Mosby Co., 1958. 572 pp. $12.00. 


In the preface, the author explains 
rehabilitation medicine by giving 
its three objectives: to eliminate 
the physical disability; to reduce 
or alleviate the disability to the 
greatest extent possible; and to re- 
train the person with a residual 
physical disability. 

The author stresses the need for 
rehabilitation medicine in_ the 
opening pages. He calls for wide- 
spread cooperation not only from 
physicians but from hospitals by 
the development of more rehabili- 
tation programs. Following this, 
he discusses technics in physical 
examinations and illustrates them 
with line drawings. 

Thermal therapy, electrotherapy, 
ultraviolet, and massage treatments 
are discussed in detail, as are 
muscle re-education, occupational 
therapy, and rehabilitation nursing. 

While Part I deals with the prin- 
ciples of rehabilitation medicine, 
Part II is devoted to the applica- 
tion of rehabilitation medicine. 
Chapters include rehabilitation of 
the patient with metabolic dis- 
eases and rehabilitation of the pa- 
tient with musculoskeletal prob- 
lems. 


PRACTICAL BLOOD TRANSFUSION. By 
J. D. James, M.R.C.S., L.R.C.P. Spring- 
field, Ill.: Charles S$. Thomas, 1958. 187 
Pp. 

A comprehensive guide for all 
those who give transfusions or are 
in charge of hospital transfusion 
arrangements. 

Written by the director of the 
North London Blood Transfusion 
Service, it supplies both general 
transfusion information and infor- 
mation on procedures related spe- 
cifically to the North London serv- 
ice and its national body, the Na- 
tional Blood Transfusion Service. 


Safeguards for both the donor 
and patient are discussed. For the 
donor: What is the safe age limit 
for donating blood? Is his blood 
pressure normal so that donating 
will not harm his health? What can 
be done in the case of a donor 
who faints? How should the donor 
be handled after giving blood? 
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For the patient: Has there been 
an adequate check of the donor’s 
blood to detect syphilis? Should a 
donor who has just had a tooth 
extracted be allowed to give blood? 
Has the donor been carefully 
checked for any traceable hepatitis? 

Sterility standards for transfu- 
sion equipment are presented along 
with a list of all equipment needed 
and a step-by-step description of 
how to take blood from the donor. 
The author stresses the importance 
of strict hospital and laboratory 
organization. 


Other topics discussed are when 
transfusions are indicated; treat- 
ment by blood transfusions, in- 
cluding transfusion technics at 
topical locations; replacement of 
blood loss; and desirable proper- 
ties of plasma substitutes. 


PUBLIC EXPOSURE TO IONIZING 
RADIATION. American Public Health 
Association, Inc. 1958. 55 pp. $1.35. 
An introduction to fundamental 
concepts about radiation that pub- 
lic health workers need to protect 
the public from radiation hazards, 
to use radiation beneficially, and 
to assess public issues involving 
radiation. 


Some areas of discussion are 
meaning of ionizing radiation; 
physical character of radiation; 
biological effects of radiation; 


measuring radiation; increasing 
uses of radiation; total public ex- 
posure. Also presented are “things 
to think about,” including x-ray 
diagnosis, searching, and _ radio- 
therapy; shoe-fitting machines; pro- 
tective action; and laws and regu- 
lations. ; 
A summary is given which lists 
all the important points clearly and 
concisely. A glossary defines radia- 
tion terms for quick reference. 


MANUAL ON USE OF RADIOISOTOPES 
IN HOSPITALS. American Hospital As- 
sociation. 1958. 44 pp. $1.00. 


This manual outlines radioisotope 
problems that may arise in hospi- 
tals and presents general princi- 
ples for a hospital to follow in the 
interest of good management. 
Descriptions of radioactive iso- 
topes are given, along with their 
effects, clinical uses, and dangers. 





The Atomic Energy Commission's 
role in control of radioisotopes is 
discussed; the reader is told how 
to apply for a specific license and 
how to transfer radioisotopes to 
another location; federal and state 
regulations are also given. 


Narrowing into the main sub- 
ject of control in the hospital, the 
pamphlet describes the radioiso- 
tope committee which is required 
by AEC _ regulations, radiation 
protection, accounting procedures, 
contamination and disposal prob- 
lems, and management of cadavers 
having radiation hazards. 

Other information covers facili- 
ties and equipment, illustrated with 
diagrams; radiation protection for 
high energy equipment; adminis- 
trative, legal, and public relations 
aspects; and radiation protection 
education for hospital personnel. 


Medical Staff Suggestions 
Listed By Joint Commission 


The Joint Commission on Ac- 
creditation of Hospitals has an- 
nounced its recommendations for 
the selection of medical staff mem- 
bers. 

Privileges may be extended to 
duly licensed, qualified physicians 
to practice in the appropriate fields 
of general medicine, surgery, pedi- 
atrics, obstetrics, gynecology, and 
other recognized and _ accepted 
fields. These will be decided ac- 
cording to the individual expe- 
rience, competence, ability, char- 
acter, judgment, and ethical repu- 
tation of the applicant. The active 
credentials committee will _ pro- 
vide the evaluation and make 
recommendations to the medical 
staff and to the governing body. 


Individual character, compe- 
tence, experience, and judgment 
should be the criteria for selec- 
tion. Under no _ circumstances 
should staff membership or pro- 
fessional privileges in the hospital 
be accorded solely upon certifica- 
tion, fellowship or membership in 
a specialty body or society. 

The selection of a medical staff 
and the delineation of privileges 
of individual staff members are 
dificult. There are no easy rules 
to follow and no well-defined cri- 
teria acceptable to the medical 
profession in general. Also, phy- 
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| tional 


ment on their colleagues. 


The hospital medical staff 
should set up a system to evalu- 
ate each applicant and should be 
objective, impartial and fair — 
broad enough to recognize profes- 
sional excellence and __ limited 
enough to safeguard patients — 
based on definite workable stand- 
ards which can be easily applied. 

In considering any individual 
for staff privileges, this question 
might be asked: “Would I let 
this man operate on me or my 
family for appendicitis, or practice 
in any other way?” 


sicians are reluctant to sit in judg- | 


If the answer | 


is no, he should not be allowed | 


to do so on anyone else. 


Private Hospital Building 
Increases By 20% 


Private hospital construction in | 


1958 was more than 20 percent 
above the previous year and ap- 
proximated $600 million accord- 


ing to the American Association | 


of Fund Raising Counsel, Inc. 


Non-profit hospital plant and 
endowment is estimated at $7 bil- | 


lion. 


New York University Offers | 


40 Graduate Traineeships 


New York University is offering | 


40 graduate traineeships in voca- | 


rehabilitation counseling 


| for the 1959-60 academic year. 


| 





The traineeships have a value | 


of from $1,800 to $3,400 a year 


and can be renewed for a second | 
| year of study towards the mast- 


ter’s or doctor's degree. 


Trainees will have the oppor- 


tunity to participate in and ob- 
serve research and training proj- 
ects at the Institute for the Crip- 


pled and Disabled, as well as at | 
the university's Institute of Phys- | 
ical Medicine and Rehabilitation. | 


Eligible for the traineeship are | 


college graduates who are citizens 


of the United States or who have | 


indicated that they will become 
citizens. 


information 
from: Dr. 


Further 


obtained Roland H. 


Spaulding, Department of Voca- | 
tional Education, New York Uni- | 


versity, Washington 
New York. 
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The surgical staff's most 
exacting demands are 
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The budget benefits by 
savings of up to one-third 
made possible by 
Crescent Blades. 
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Long Island City, New York 
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SCANNING 
(Continued from page 9) 


stances it occurs, and which of the 
treatment methods produce the best 
results. 


Military medical records main- 
tained by the National Research 
Council and VA will be used to 
study activities and medical his- 
tories of veterans who have devel- 
oped the condition during the past 
20 years. A representative group of 
veterans will come to VA hospitals 
for rechecks, so orthopedic special- 
ists and neurosurgeons can evaluate 
results of treatment. 


According to Dr. Lyndon Lee, 
Jr., coordinator of this study for 
the VA in Washington, the study 
will make it possible for VA doc- 
tors to compare long-term results 
of different kinds of surgery, as well 
as nonoperative treatment of rup- 
tured discs. 


Findings will be available to the 
medical profession as the study 
progresses. 


Excess Oxygen May 
Cause Cardiac Arrest 


The apparent increase of cardiac 
arrest in patients during surgery 
may be due to administration of 
too much oxygen during anes- 
thesia, suggests Sam E. Stephenson, 
Jr. M.D., Vanderbilt University 
School of Medicine. 


Prolonged administration of oxy- 
gen-enriched air to research ani- 
mals brought instant cardiac arrest 
in what appeared to be healthy 
hearts. 


As the oxygen concentration was 
increased, blood concentration of 
carbon dioxide increased and so 
did instability of the electrocard- 
iogram. 

Dr. Stephenson added that the 
data was distressing in view of 
the degree of hyperventilation, ex- 
cess oxygenation, and wanton 
changing of oxygen concentration 
that occurs during anesthesia for 
surgical procedures. 


Childhood Diseases May 
Be Spread by Eyes 


Measles, mumps, and other com- 
mon childhood diseases appear to 


be transmitted through the con- | 


junctiva of the eyes rather than 


via the throat and respiratory tract, 
reports the Better Vision Institute. 


Recent studies, it finds, show the 
front surface of the eye and the 
inner surface of the eyelid to be 
more effective conductors of these 
diseases than the mouth and throat. 


Heart Disease Higher 
Among Business Men 
Recent studies have indicated that 
hard-working businessmen have 
higher serum cholesterol levels, 
faster blood clotting time, and six 





to eight times as much clinical 
heart disease as their easy-going 
colleagues, according to Drs. Meyer 
Friedman and Ray H. Rosenman, 
Mt. Zion Hospital, San Francisco. 


Persons working on deadline 
jobs—newspaper, advertising, tele- 
vision—are also more prone to 
heart disease than are the non- 
deadline workers. 


Among all pressure and dead- 
line groups, blood cholesterol 
levels were high and blood clots 
formed more rapidly. 
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The Armstrong H-H is a LARGE incubator 
equipped with a 40% oxygen nebulizer. 
The price is LOW—the FEATURES are 
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4-compartment mobile 
cabinet 


40% oxygen limiting 
valve 


3-stage humidity 
reservoir 


slide-opening for 
tube-feeding 


emergency opening 
top-lid—safety glass 


clear plexiglas ends 
and sides 


foam mattress with 
plastic cover 





2 pre-shrunk weighing 
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large enough for 
a 25-inch baby 


Write, wire or phone us collect for complete details 


Armstrong ewe 


Hand-hole type Baby Incubator 
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From V. Mueller 
The Genuine Zeiss Operating Microscope 


tS ree ot monte me renee: se 








e Now standard in modern surgerig 
for fenestration, stapes mobilization, 
and other delicate ear and eye 
surgery 





e Stainless shields for eyepieces and 
objectives 





e Photographic attachments and effi. 
cient observation eyepiece (for 
teaching or demonstrations), avail. 
able as accessories 


This Zeiss Operating Microscope permits unob- 
structed surgery with 8 inches of free working 
distance in all magnifications. Depth of focu 
coupled with binocular magnification up to 40x 
allows stereoscopic observation with depth per- 
ception comparable to natural vision. Brilliant 
illumination is directed through the microscope 
objective (f = 200 mm.) to the field, touches 
any part of the field in view. The rapid mag. 
nification changer permits effortless power con- 
trol through a range of five magnifications with- 
out altering focus or interrupting observation 
Available with 20X or 12.5X widefield eye- 
pieces. Mounted on movable floor stand (1650 
mm.), with counter-weight. Has combination 
transformer and power pack for built-in illumi- 
nation and electronic flash. Operates on 115 
volts, 50-60 cycles, alternating current 


Now available with the NEW 
Explosion-proof Footswitch. 


On order, the scope is modified in V 
Mueller shops to enclose completely the 
transformer and base assembly. Lower 
electrical connection locked in place to 
make it non-removable, therefore non- 
sparking. This safety modification can 
be made on scopes now in use, if re- 
turned to our shops. Write for estimate 





Ask for detailed brochures on the Zeiss Micro- 
scope and accessories, and our complete line 0! 
instruments for stapes mobilization, tympano- 
plasty, and related procedures. 


MUELLER « CO. 


Fine Surgical Instruments and Hospital Equipment Laurentian 
330 South Honore Street Chicago 12, Illinois Lo 
DALLAS e« HOUSTON e LOS ANGELES e¢ ROCHESTER, MINN. 
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Official bulletin for the 
Association of Operating Room Nurses 


Pauline R. Young, R.N., Editorial Consultant 


New York AORN Hears 
Talks on Radiation Hazards 


ADIATION hazards in the operating room 

were discussed at a recent meeting of the 
Association of Operating Room Nurses of New 
York City. Shown above at the session are (stand- 
ing, l. to r.): Frances E. Reeser, O.R.S., Bronx 
VA Hospital, board member; Barbara Anne 
Volpe, O.R.S., Manhattan Eye, Ear and Throat 
Hospital; treasurer; Dionysia Arabian, R.N., 
Bronx VA _ Hospital, recording secretary; and 
Mrs. Anne Dodge Sasse, R.N., board member. 
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Seated (1. to r.): Mrs. Joan Driscoll, O.R.S., 
Westchester Square Hospital, vice-president; Frank 
J. Borrelli, M.D., professor and director of radi- 
ology, New York Medical College, Flower and 
Fifth Avenue Hospital, who spoke on “Radio- 
therapy and its Hazards”; Armando Cervi, tech- 
nical director, Radium Emanation Corp., New 
York City, who discussed “Radiation Protection 
and the Operating-Room Nurse”; and Edith Dee 
Hall, R.N., president. 
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Highlights of a panel discussion presented on the nurses’ program 
at the sectional meeting of the American College of Surgeons, St. 


Louis, March 9-12. 





A Successful Operation 
Requires Co-operation 


By Dorothy W. Errera, R.N. 


Because the material presented in this panel dis- 
cussion seemed particularly timely, we decided to 
publish a detailed report on it. Abstracts from 
other sessions on the nurses’ program at the 
American College of Surgeons’ sectional meeting 
will appear in the June issue.— THE EDITORS. 


Moderator: Harry Panhorst, associate director, 
Barnes Hospital and Washington University 
Clinics, St. Louis. 


Panel: 

Sister Joseph Ann, R.N., supervisor of operating 
rooms, Cardinal Glennon Children’s Hospital, 
St. Louis. 

Joseph McNearney, M.D., associate professor of 
surgery and chairman, section of anesthesia, St. 
Louis University School of Medicine. 

Carl A. Moyer, M.D., Bixby professor of surgery 
and head of department, Washington University 
School of Medicine, St. Louis. 

Edna E. Peterson, R.N., director of nurses, Jew- 
ish Hospital, St. Louis. 
The Rev. Carl C. Rasche, 
coness Hospital, St. Louis. 


administrator, Dea- 


SISTER JOSEPH ANN: All operating-room per- 
formance fits into the picture of patient-centered 
activity. A lack of continuity does not necessarily 
imply a lack of contact. Nurses from the operating 
room should make a point of visiting patients, 
both postoperatively and preoperatively, to make 
it clear to themselves that their responsibility is 
to live human beings. 


Voluntary cooperation between all hospital de- 
partments is essential for successful performance. 
In any department, responsibility and authority 
need careful definition and a careful written and 
approved description to help guide personnel. 


All discipline should be administered by proper 
authority and directed to strengthening the of- 
fender. Repeated breaks in behavior will have to 
be reported to proper authorities through proper 
—defined and described —channels of responsi- 
bility. Word of mouth is seldom a sufficient guide 
for effective performance. 


Scheduling surgery demands the cooperation of 
the surgeon, who should schedule his case directly 
with surgery, specifying the time he prefers, his 
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name, the patient’s name and age, the anesthesia 
preferred, and the extent of anticipated surgery. 
Cooperation at this level and including these de 
tails gives the operating-room supervisor time to 
organize specific equipment and supplies and to 
work out time and schedule conflicts with the 
department of anesthesiology. 

DR. McNEARNEY: Every hospital needs an 
adequate anesthesia service under the direction 
of a competent, board-trained anesthesiologist - 
one able to use all the anesthetic agents available. 
This man should have the same standing as any 
other member of the hospital staff with the privi- 
lege of visiting every patient preoperatively to 
gain insight into his mental, physical, and psycho- 
logical attitudes. 

Preoperative medication is never a routine — it 
is applied to each patient with individual con- 
sideration. 

Postoperative transfer of the patient from the 
table should be done in a manner that avoids 
sudden changes of position. When the patient is 
seriously ill, the bed should be brought to the 
operating room and the patient transferred directly 
to avoid the extra handling incidental to using a 
litter. If the patient is in critical condition, he 
should be left on the O.R. table until vital signs 
have returned to normal. 


DR. MOYER: The archaic attitude that the sur- 
geon should be the boss of the whole O.R. show 
is bad because it fails to recognize that various 
other people in the operating room are intelli- 
gent and competent to boss their own situations. 
Everyone in any group should be able to exercise 
intelligent dissent. Cooperation is seldom _pro- 
gressive unless everyone is expressive. 

There must be a “chief” of operating rooms, 
however, no matter how many rooms are involved 
—one person who is essentially responsible for the 
major conduct in the operating room suite — one 
person who is there all the time. Obviously the 
anesthetist and surgeon do not fill this need, 
since they must come and go and be concerned 
with their own problems. The logical person for 
the job is the operating-room supervisor. 

The biggest criticism of supervisors is that there 
are too few who are willing to admit to being 
bosses. Too many are becoming “organization 
men” and have lost the capacity to stand up and 
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take a little beating. They are afraid surgeons 
won't like them. 


It is time to return to the fundamental attitude 
of operating rooms of 30 years ago, the attitude 
that the charge nurse is just as responsible as the 
surgeon and anesthetist; that the charge nurse is 
“czar,” and can bar offenders of good technic 
or eject them from the operating room without 
apology. An operation may be perfectly performed 
from the standpoint of surgery and anesthesia, 
but a slip in proper operating-room conduct can 
send the patient to the autopsy table. 


But the czar does not tell the surgeon how to 
perform the operation. The surgeon does not tell 
the anesthetist how to do his job. If the surgeon 
sees something wrong or a break in technic, it is 
his privilege to call it to the attention of the 
nurse or anesthetist; similarly, the anesthetist may 
call attention to a fault. Each exercises intelli- 
gent dissent. 


Rules must be defined. They must be adhered 
to within limits of ability. The nurse must stop 
worrying about hurting people’s feelings with 
disciplining. The only person to be considered 
is the patient. 

The nurse is the only person who can watch 
the whole O.R. situation. She is responsible for 
O.R. conduct, and her duty is equal in impor- 
tance to that of the surgeon and anesthetist. 
MISS PETERSON: Inspiring a student’s interest 
in helping to save a patient’s life through her 
contribution in the operating room is not related 
to “number of scrubs,” “number of hours,” or 
“number of assistings.” The criticism that the 
spirit of nursing is lost should be recognized by 
educators as a criticism of their having failed to 
make the opportunity of nursing meaningful. 

No educator can properly conduct an educa- 
tional program for nurses unless she is willing to 
study the dynamics that produce the stresses and 
strains students are subjected to — to give a little 
of that emotional support nurses are expected to 
supply endlessly to patients. The operating-room 
experience is no exception. 


The student should not be assigned to the O.R. 
until the latter part of her junior year or the 


Above (I. to r.): Miss Peterson, Sister Joseph Ann, Dr. Moyer, Mr. Rasche, and Dr. McNearney. 





early part of her senior year—until she has 
learned fundamentals of aseptic technic in other 
clinical areas. Assigning her operating-room ex- 
perience before this time results in a frustrating 
experience for student, surgeon and staff. 


The new intern arrives in the O.R. with very 
little knowledge of instruments, aseptic technic, 
and general behavior, but he is accepted as a 
learner and student. The nurse in charge is toler- 
ant and understanding, and watches over him. 


Student nurses, on the other hand, are looked 
on as “job-holders” when they arrive in the suite. 
In many instances, the student begins to function 
as a staff nurse. The attitude between nursing 
service and nursing education is one of confusion. 


Any educational program must be carried out 
in the best interests of the student. Nursing service 
has the right to create ways and means to get 
nursing service to meet the needs of the patient 
and the surgeon in the operating room, but it 
also has the obligation to create an environment 
in which the student nurse is accepted as a 
learner. When this environment is not created, it 
is the fault of those who conduct the educational 
program in the school of nursing. 


What educational value is there to putting a 
frightened student “on call” without the support 
of a graduate — to have her develop such negative 
attitudes from her fear that she never wants to 
see the O.R. again? There is criticism of the 
trend to cut down O.R. experience ‘for students, 
but there is not time in any three-year diploma 
course to meet the nursing-service needs of every 
department if a truly educational program is be- 
ing conducted. Principles of learning must be 
given first precedence in planning, and the pro- 
gram continued from there. 


The operating room is not an isolated segment 
in the student’s career. The exposure is intended 
to prepare good bedside nurses with a_ better 
understanding of pre- and postoperative care. 
Students are not being trained as_ technicians. 
Just as surely as the surgeon is a particular kind 
of personality, so is the surgical nurse who assists 
him, and it should be appreciated that this is not 


(Continued on next page) 
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OPERATION continued 


a state to be achieved by the student in the learn- 
ing phase. 

If schools of nursing are to claim educational 
programs, they must accept the obligation of 
placing students in positions of “learners” and 
not “‘staff.” 


[Miss Peterson emphasized she was not talking 
against service-centered schools — that this type of 
program has a great contribution to make and 
will continue to have — but that she believes it is 
possible to have programs in which the educational 
factors are considered and the whole program is 
meaningful, realistic and creative.| 

MR. RASCHE: The real problem in cooperation 
seems to be the difference between what doctors 
say and what they do. It is right that someone 
must know the rules and carry these out, but by 
the same token it is impractical and impossible 
for the nurse to do this job when the doctor puts 
the patient between and agrees to go along with 
a nurse’s edict, but frustrates her efforts with the 
statement, “Okay, but if anything happens to the 
patient, it is your fault.” Too often doctors agree 
in spirit and word, but act the reverse. 

DR. MOYER: The nurse in charge of the oper- 
ating room should be an intelligent tyrant with 
two phobias: (1) against dirt and (2) for asepsis. 
She has to be strong-backed enough to take the 
approbation of surgeons who “don’t know any 
better.” There are many weak-backed hospital 
administrators who don’t do what is necessary to 
make her job successful. 

MR. RASCHE: Every problem seems to get back 
to the administrator. Too often the surgeon has 
procedures defined and agrees to their use, and 
then the onslaught comes. Many surgeons want 
rules for everybody else but not for themselves. 
Surgeons need to come to grasp with the problem 
at hand and recognize proper principles and _prac- 
tice what they preach. 

It’s not unusual for a nurse and surgeon to 

come to the administrator, completely at odds 
with each other. The administrator begins all 
over again with a review of principles involved. 
By the time agreement is reached, the surgeon is 
exasperated and walks out with a parting shot 
of “forget the whole thing.” How are we going 
to get doctors to perform? 
DR. MOYER: This question concerns the con- 
duct of all human beings. The administrator is 
paid a salary for making these problems his re- 
sponsibility; the surgeon too has responsibility in 
reconciling difficulties. The chief of surgery has 
to share in problems. We need education to ac- 
complish results. 


“There will always be weak-backed 


Discussion 


Q. What about the weak-backed surgeon who 
won’t hold his staff to standards? How does one 
get cooperation from the surgical staff, particularly 
the chief of surgery? Why do surgeons feel it is 
their privilege to wander through an operating 
room in street clothes even after sterile packs are 
open and resent being sent out? 

DR. MOYER: After seven years, we have gotten 
together and these things just don’t happen. Rules 
of conduct in the operating room have been de 
fined, and one complies or is put out. 

One of the best mechanisms for education in 
this area is the operating-room committee with 
the O.R. supervisor as a member. All this reform 
has to be a program of education, not dictator 
ship! 

There will always be weak-backed physicians. 
Medical education is not perfect—many Fords 
are turned out for every Cadillac. These less-than 
perfect individuals need to be literally booted 
around by the supervisor. 


CARL W. WALTER, M.D., associate clinical 
professor of surgery, Harvard Medical School, 
Boston: I agree with Dr. Moyer — we need disci- 


pline in the O.R. One big deficiency is that the 
older surgeon becomes so concerned with patients, 
their care, and a day’s work that he thinks expe 
diency entitles him to break the rules he estab 
lishes for junior surgeons. 

An ordinary surveillance camera is a wonder- 
fully humbling device. A polaroid shot of the 
chief surgeon in the O.R. in street clothes, mount- 
ed on the bulletin board (under glass so he cannot 
steal it), is a very effective discipline that avoids 
personality clash and elicits cooperation. 

MR. RASCHE: Dr. Walter, you have been 
quoted as saying that “surgeons are the slaves of 
lay administration.” I take serious objection to 
this statement. 

DR. WALTER: This would indeed be a contra 
diction if it referred to one hospital, but the 
comment was made after seeing many hospitals in 
which the staff has no say in hospital policy. In 
any well-integrated hospital in which all available 
knowledge is marshalled as a guide, this com- 
ment does not pertain. It is unfortunate that the 
isolated remark is used as a generality in any 
press interview. On the other hand, anything that 
provokes introspection and thinking on the part 
of the public is gainful. Once hospitals are 
openly discussed in public, support will increase 
as problems are appreciated and sympathy aroused. 
Q. What can be done about the chronically late 
surgeon? 


physicians. Medical education is not 
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“The operating room is really a union of three czars -- the anesthesiologist, 





the surgeon, and the nurse, working together with understanding and exer- 


cising intelligent dissent when it is indicated.“ 


MR. PANHORST: I know of one administrator 
who claims to have cleared up this problem in six 
months by posting a “batting average” on every 
surgeon. The figures were posted in the dining 
room with the number of minutes late noted. A 
surgeon who is late three times in one week is 
put last on the schedule. 


Q. What is to be done with the indispensable 
nurse who is always late? 


SISTER ANN: Any person who is chronically late 
is certainly not indispensable. 


Q. Isn’t there a danger of increasing contamina- 
tion of the O.R. by bringing the bed from the 
wards to the O.R. suite? 


DR. McNEARNEY: Anything we do to increase 
the safety of the patient is worthwhile, and it is 
doubtful that contamination of the operating 
room is any more severe from a bed than from 
the street shoes of nurses and doctors in the O.R. 


DR. WALTER: The bedding of a patient with 
sepsis is a prolific source of bacteria. When it is 
taken to the O.R. and shaken in the course of 
transferring the patient, the operating room is 
showered with organisms that spread quickly 
throughout the O.R. Every O.R. should have an 
interchange area in which patients are trans- 
ferred from bed to O.R. table and back to bed 
by intelligent, well-trained people who know how 
to move a patient. The O.R. tabie is mobile and 
can be brought to the recovery room. Moving the 
table is very litthe more trouble than using litters 
or trolleys. 

If construction design of the hospital allows no 
alternative to bringing the bed into the O.R. 
suite, the bed should be washed with a detergent 
germicide in the ward and made up with clean 
linen, and its casters rolled through a puddle of 
germicide as it is pushed into the O.R. 

Q. When does the O.R. nurse have time to visit 
patients pre- and postoperatively? 


SISTER ANN: This can be done when the nurse 
is going off duty—when she is already changed 
into street clothes. It takes so little time and 
makes for a nice patient-personnel relationship. 
It is unlikely that any administrator would object 
to nurses leaving the O.R. early on unbusy days 
to carry on this mission. 

Q. How long should students be assigned to the 
O.R.? Should the O.R. experience be removed 
entirely from the curriculum? 


MISS PETERSON: The answers depend on the 
kind of teaching program offered. It is not im- 
plied that students derive nothing from O.R. 
experience but that experience is enhanced if the 
student is accepted as a “learner.” The question 








is not one of eliminating the experience from the 
curriculum, but rather one of how the student 
is supervised. 

Not long ago, it was generally thought that 
night and relief duty for the student should be 
eliminated. Today, it is recognized that there are 
many different exposures present on the relief 
and night shifts, and the significant question is 
not when the student is on duty but how she is 
motivated and how she is supervised. 


If the student is traumatized by a poor teach- 
ing experience and feels inadequate, she becomes 
defensive and a reluctant learner. 


DR. WALTER: So much is written of the “gifted 
student” these days. Nursing educators would 
benefit by reading a few headline articles. The 
gifted student should be selected early and pro- 
vided with teaching and experience so that she 
matures in her special area. In this way, the 
“peculiar personality,” the surgeon, has an oppor- 
tunity to meet nurses with compatible talents and 
potentialities. He is no longer burdened by 
clumsy, disinterested, frightened students and he 
loses the feeling of processing “so many sardines” 
that must be canned every year. 

MISS PETERSON: I agree with Dr. Walter. One 
trend in nursing education today is the building 
of programs and electives. The student who can- 
not function as a scrub nurse is certainly not lost 
to nursing, and it may be wise to remove her 
from the experience entirely when it is obvious 
she does not and never will belong in that expe- 
rience. 


Q. Where is the young graduate going to learn 
to be an O.R. nurse? Should there not be nursing 
internships in surgery? 


DR. MOYER: We have been very remiss in not 
building real postgraduate programs for operating- 
room nursing at a professional level. If schools 
of nursing cannot undertake this responsibility, 
the medical schools must. The O.R. nurse is a 
highly professional person, an indispensable part 
of the surgical team. Education must be provided 
on a professional level, not at the ordinary work 
level. 

MISS PETERSON: This kind of program will 
come. Part of the difficulty is that not enough 
people are interested in the specialty today be- 
cause a proper course has not been provided. 
Teaching programs in O.R. experience today are 
just opportunities for staff duty. 

Q. Where in the hospital organization chart 
does the operating-room supervisor fit? 

MR. RASCHE: The O.R. supervisor is part of a 
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Growing recognition of nursing as a profession has 


resulted in marked trend for public to sue the nurse 
and for courts to hold her liable, warns this nurse- 


lawyer 


A Malpractice Suit Can Happen to You! 


By Helen Creighton, R.N., J.D.* 


HIS is an age of television, when audiences 

may watch an operation in progress, as well 
as world news, sports, and entertainment; an 
atomic age, in which radioactive isotopes utilized 
in diagnosing and treating human ills, and atomic 
energy used in powering submarine voyages on 
polar expeditions, evidence the constructive utili- 
zation of atomic power. 

It is questionable whether the beginning of 
space travel will have more impact on our lives 
in the next 15 years than these developments 
which occurred in the last 15 years: the discovery 
of antibiotics, the development of modern anes- 
thesia, the blood-bank program, and the utiliza- 
tion of engineering principles, the know-how, to 
supply physicians with much technical equipment. 

This is also an age in which the duties and 
responsibilities of the operating-room nurse are 
evolving from a rather simple and more or less 
readily defined status to one which is complex in 
its ramifications, and is in the process of redefi- 
nition as to its extent. The old order has changed! 


Certain procedures, once deemed medical pro- 
cedures, have by attrition become accepted nursing 
functions without question — for example, taking 
the apical in addition to the radial pulse, taking 
blood-pressure readings, and giving injections. 

There are other procedures, such as the ad- 
ministration of intravenous fluids by registered 
nurses, that seem destined for recognition as nurs- 
ing functions — only after controversy. 

Today, the operating-room nurse may be called 
upon to set up a room for a cardiac catheteriza- 
tion; to scrub or to circulate for a corneal trans- 
plant or for a craniotomy with removal of a focal 
area which is causing the patient seizures. She 
may do any of those things in addition to scrub- 
bing for more routine operations, such as chole- 
cystectomies and breast biopsies. 

Not only is her work increasingly technical, 
*Dr. Creighton is associate professor of medical and surgical nursing, 
Southwestern Louisiana Institute, Lafayette, La. She was formerly 


assistant professor of medical and surgical nursing, Georgetown Uni- 
versity School of Medicine, Washington, D.C. 


This article is taken from her lecture before the sixth national 
congress, Association of Operating Room Nurses, Houston, Tex., 
February 9-12, 1959. 
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but the number of operations has multiplied 
several times. The use of surgical aides and 
practical nurses to relieve nursing shortages has 
also become a part of the picture. Her work 
deals with people rather than things — people 
working in close association and frequently under 
pressure. People are human. They're not always 
as careful as they might be—and things happen 
—injuries which culminate in lawsuits. 

Another characteristic of our age is the in- 
creased public interest in and knowledge of the 
law. Newspapers, magazines, radio and television 
commentators discuss the law. They discuss peo- 
ple’s rights and duties, the most important of 
legal relationships. 


As a result there has been an appreciable in- 
crease in litigation —suits to collect damages by 
patients who seek redress for alleged injuries or 
wrong. In such a setting we find ourselves, and 
we are obliged for our own interest and protec- 
tion to consider malpractice and insurance. 


“Malpractice has been defined as any profes- 
sional misconduct, unreasonable lack of skill on 
fidelity in professional or judiciary duties, evil 
practice, or illegal or immoral conduct.”! 


As applied to physicians, it has been said that 
malpractice means bad, wrong, or injudicious 
treatment resulting in injury, unnecessary suffer- 
ing, or death to the patient, and that it proceeds 
from ignorance, carelessness, want of proper pro- 
fessional skill, disregard of established rules o1 
principles, neglect, or a malicious or criminal 
intent.2 

That's a rather lengthy definition, but I think 
it gives the concept of malpractice. It is taken 
from the case of Rodgers v. Kline. 

The operating-room nurse is closely associated 
in her work with the physician or surgeon, and 
malpractice suits against her are numerous. Here 
is another definition of malpractice: 


“Malpractice claims give rise to such ques- 
tions as whether or not a nurse is solely 
responsible for the alleged act, omission or 
other wrong, and how the physician and 
hospital are implicated if at all.’ 
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Some authorities consider malpractice syn- 
onymous with professional negligence. In 
Valentin v. La Société Francaise de Bien- 
faisance Mutuelle de Los Angeles, the Cali- 
fornia court defined malpractice in relation 
to a nurse, thus: 


“Malpractice is the neglect of a physician 
or nurse to apply that degree of skill and 
learning in treating and nursing a patient 
which is customarily applied in treating and 
caring for the sick or wounded similarly suf- 
fering in the same community.” 


In Hallinan v. Prindle,> a malpractice suit in 
1936 against a California hospital, registered 
nurse, and physician, the alleged facts stated that 
the surgeon was operating to remove a cyst from 
the wall of the patient’s abdomen. The surgeon 
ordered the preparation of 1% procaine. A solu- 
tion of 4% formaldehyde was negligently prepared 
in its place and handed to him by the nurse. 


As a result, injury followed. Prolonged treat- 
ment and permanent damage of an important 
nature were claimed by the patient. He sued 
originally for $50,000. The court held that the 
surgeon was entitled to rely on the skill and care 
of trained nurses and similar persons; so he was 
absolved of liability. 

The operating-room nurse was held liable by 
the court, on the grounds that she did not read 
the label on the formaldehyde bottle, and that 
she knew the physician was going to use the solu- 
tion he had ordered to produce local anesthesia 
on the patient. 


Nursing is a profession for which skill and 
training are necessary, and it follows that nurses 
must utilize these attributes. In the case cited, 
the nurse knew the purpose for which the solu- 
tion was to be used — local anesthesia. From her 
education and training she knew, or should have 
known, the properties of procaine and formalde- 
hyde. 


When she handed the surgeon a syringe full 
of a drug without reading and checking the label, 
she was not using the due care of an ordinary, 
reasonable person under similar circumstances; 
she was not acting as a prudent registered pro- 
fessional nurse in that instance. Therefore, she 
was liable. And it cost her $12,500! 


In the well-known Illinois case of Piper v. 
Epstein, an action for $10,000 was brought against 
a surgeon, a hospital, a supervising registered 
nurse, and a student nurse, for damages for the 
death of a patient caused by leaving a laparot- 
omy sponge in her abdomen after a cesarean 
section. 

In that case, a young, inexperienced student 
nurse, who had been in the operating room per- 
haps four days, passed out the sponges to the 
surgeon during the operation. She counted them 
out, but didn’t know enough to count them after- 
ward. So she didn’t. The supervising registered 
nurse was responsible for the sponge count at the 
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conclusion of the operation. She reported that 
the sponge count was correct, but the fact was 
that a sponge had been left in the patient —a big 
sponge with a metal ring. 


The hospital, a charitable institution, could 
not be held liable in Illinois. So the hospital was 
out of the picture. 


The surgeon, Dr. Epstein, settled out of court 
for $4,500; so she also was out. That left two 
persons, the O.R. supervisor and the student 
nurse. The student nurse was held “not liable.” 
She was young and inexperienced; she did what 
she knew to do— nothing more. So she was act- 
ing in a reasonable manner for her — and she was 
eliminated. 


That left one person, the supervisor. She was 
held liable, and it cost her $5,500 and court costs.6 


In Leonard v. Wattsonville Community Hos- 
pital,’ the patient brought suit for damages against 
a hospital, the surgeon, two assistant surgeons, 
the anesthetist, and the surgical nurse, because 
a Kelly clamp six inches long was left in the 
patient’s abdomen. At the trial, testimony brought 
out that the nurse handed instruments to the 
surgeon, and sometimes took them _ back; also, 
that she was not directed to apply any clamps to 
the patient, and she did not do so. 


The supervisor of the operating room testified 
that it was established practice to make a sponge 
and needle count, but that the surgical nurse had 
not been instructed to count the clamps or 
instruments. 


The court held that the evidence given by the 
supervisor did not dispel the inference of negli- 
gence of the surgical nurse. It pointed out that 
it is a matter of common knowledge that no 
special skill is required to count instruments. 
While it is true that under the circumstances 
proof of custom is some evidence of what is due 
care, it does not conclusively establish the stand- 
ard of care. 


The court continued that it cannot be said as 
a matter of law that there was no duty on the 
part of the nurse to keep an instrument count in 
order to assist the surgeon in determining whether 
all the instruments used had been removed from 
the patient before closing. The complaint against 
the physician was dismissed. The court held that 


the operating-room nurse and the hospital were 
liable. 


These cases illustrate that the operating- 
room nurse can be and has been held liable 
in malpractice action. In reality it does not 
happen too often that an operating-room 
nurse is named as the sole defendant in such 
a lawsuit, but it is commonplace for such a 
nurse to be sued as a codefendant with one 
or more doctors. 

Frequently, when the action is negligence — 
and it has been pointed out that malpractice and 
(Continued on next page) 
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MALPRACTICE continued 


professional negligence are quite similar — the 
hospital is also sued. A charge that joint negli- 
gence of several persons proximately caused an 
injury simply means that the persons allegedly 
acted together, and either did something which 
they should not have done, or did not do some- 
thing that they were obligated to do under the 
circumstances. 


Moreover, the operating-room nurse may be 
made a codefendant in a lawsuit to assure her 
presence at a trial as a witness against other de- 
fendants, rather than because~-she’ is ‘necessarily 
negligent or because it is expected that a judg- 
ment will be obtained against her. 

A further advantage in having her as a co- 
defendant is that the plaintiff's attorney can 
question her in an examination before trial for 
the purpose of securing evidence against her or 
against the other codefendants. 


As a lawyer, certainly I would enjoin the nurse 
if anything happens —all the nurses, the doctor, 
the hospital, aides, maids—everyone connected 
with the incident. Anyone who receives a sum- 
mons must answer it, or he is in contempt of 
court. The lawyer frequently enjoins as many 
people as possible, calls them all in, and finds out 
what they know. It’s good legal practice to do so. 


The operating room today tends to be a com- 
plex organization. The operating-room nursing 
staff itself may include professional nurses, stu- 
dent nurses, practical nurses, and auxiliary per- 
sonnel. The nurse in charge of the operating- 
room section, whatever her title may be, is re- 
sponsible for the administration and supervision 
of nursing service in the operating room. 

Her duties are multiple: directing and coordi- 
nating the work of her staff with that of sur- 
geons, anesthetists, and auxiliary workers; pre- 
venting injury to patients through the supervision 
of aseptic technics; eliminating explosion hazards, 
and so forth, and training assigned nursing-serv- 
ice personnel in approved policies and procedures. 

Though she delegates some of the respon- 
sibility, she remains accountable if the person 
she assigns is not qualified to carry out the 
activity assigned to her.® 


Moreover, many of you supervisors have auxil- 
iary workers — surgical technical aides, orderlies, 
nursing aides, perhaps ward clerks—who are 
trained on the job for specific activities to be 
performed under the professional nurse’s super- 
vision. You are responsible for any activity which 
you may assign them that is beyond the scope of 
the nonprofessional worker. 

It is easy to say that to avoid malpractice 
charges one simply has to do what an ordinary, 
reasonable operating-room nurse would do under 
the circumstances. It’s easier to say it than to 
do it. 


What do you do when you're short of nurses? 
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You still have the responsibility. You have to 
assign duties within the scope of what your per- 
sonnel can safely and competently do. Otherwise, 
you do it—you're it! It’s a large responsibility. 

Many times individual responsibility for injury 
to a patient is difficult to establish because of the 
complex organization of the operating-room team. 
One point cannot be too strongly emphasized: 
Each person is always responsible for her own tort 
and negligence. Whatever you do, you are an- 
swerable for it. 


A nurse may be liable; a nurse and her general 
employer, the hospital, may be liable. The nurse 
is still liable, because she is an employee. 

A nurse and her special employer, the surgeon, 
may be liable. In other words, the person filing 
suit has his choice; he may sue both of them and 
collect from whomever he can. 


The point I want to get across is that the nurse 
is always responsible —she always can be sued, 
irrespective of whether the suit also involves the 
surgeon, the anesthetist, the hospital, or anyone 
else. 


Who is liable depends upon the relationship 
of the parties at the time of the untoward inci- 
dent. In Clarey v. Christiansen, an action was 
brought against the surgeon for damages for a 
third-degree burn on a patient’s thigh, sustained 
during an operation for removal of a lung abscess. 
The surgeon had told the scrub nurse to provide 
a Davis-Bovie machine when she set up the room 
for the operation. Instead, she provided a Fisher 
machine while the surgeon was in the scrub room. 

Since the machine was behind the screen in the 
operating room, for purposes of technic, the sur- 
geon did not know of the substitution. He’d said 
a “Davis-Bovie” and he had no reasonable way of 
knowing of the substitution. The court held that 
the scrub nurse was not an employee of the sur- 
geon; that he had no right to direct her in the 
work of setting up the room for surgery, and that 
therefore he was not liable. If there was any 
liability, it was that of the nurse and/or the hos- 
pital, her general employer. 

In McGowan v. The Sisters of the Most Precious 
Blood,® a patient on an operating-room table was 
given a spinal-block anesthesia. While the sur- 
geon was scrubbing his hands in an adjoining 
room, the nurse put the patient’s legs in stirrups. 
She had not been given a specific order to do so, 
but positioning the patient was part of her nor- 
mal duties. 


Then she noticed that the stirrups were not 
properly attached to the table. Without raising 
the drop leaf, she started to change the stirrups. 
The patient slid over the end of the table and 
was hurt. 


It was held that whether the nurse was an 
agent of the hospital or of the surgeon was a 
question of fact for the jury to decide —in any 
event, she could be sued. The hospital and the 
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surgeon were also sued, but the nurse had to 
answer for her negligence. 


In the case of the International Order of 
Twelve Knights and Daughters of Tabor in Mis- 
sissippt v. Barnes,° a patient while anesthetized 
was burned on the arm by a hot-water bottle. Suit 
was brought against the hospital. The suit was 
dismissed, because the hospital was a charitable 
institution which was liable only if it were negli- 
gent in selecting its nurses, and such negligence was 
not shown. In such a case the patient could only 
look to the nurse for damages for his injury. 


RULES TO REMEMBER 


Certain rules should be remembered in regard 
to malpractice actions: 


— Negligence is never presumed, but must be 
affirmatively proven. 


—A nurse licensed to practice nursing is pre- 
sumed to have the degree of skill and knowledge 
of an average nurse in the same locality. 


— The standard of local practice must be shown 
by affirmative evidence. 


— To establish malpractice it is not sufficient 
to show that other nurses would have pursued a 
different course of care unless it is also shown 
that the care deviated from one of the standard 
methods in the locality. 


— Unless the negligence is so obvious that a 
layman would easily recognize it, the negligence 
must be established by expert testimony. 


As new operating-room technics and new medi- 
cines are developed, new hazards likewise develop. 
Nurses should appreciate the significance of a 
statement by James E. Ludlam that although the 
most serious untoward incidents occur in surgery, 
the records show that 70 percent of the incidents 
involve nursing errors.!! 


Isn’t that something to think about? 


The professional responsibility of a nurse for 
the welfare of her patient is the basic tenet of the 
nursing profession, which has been recognized 
since the beginning of modern nursing. However, 
a general awareness by the nursing profession and 
the public of the legal liability of a nurse in 
relation to her patient, and of the resulting impli- 
cations, is something rather new. 


More and more the public considers the legal 
liability of the nurse as significant in the protec- 
tion of the human rights of the injured person. 
Behind this new public concept of a nurse’s per- 
sonal responsibility and liability for her own 
professional acts lies the story of a great change 
in society’s attitude toward nursing as a profession. 


While we may not be especially happy about 
the increasing trend in the decisions of courts to 
hold the nurse responsible for her professional 
acts, we must admit that it does mark a mile- 
stone in the evolution of nursing from the status 
of a craft to that of a profession. 
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Courts, in awarding damages to injured pa- 
tients, deem that professional nurses possess a 
requisite degree of learning, ability, and skill in 
their profession which renders them liable under 
the law for injury to a patient or damage to prop- 
erty arising from their professional acts. 


Doctors, dentists, lawyers, and other profes- 
sional people have been answering for their own 
acts for years. Nursing is just beginning to be 
recognized as a profession, and nurses are therefore 
expected to be equally responsible professional 


people. 


In a way, it’s a compliment. So marked is the 
trend for the public to sue the nurse and for the 
courts to hold the nurse responsible for her pro- 
fessional acts that we can no longer afford to 
ignore it. We are going to have to live up to the 
new concept of nurses as professional people. 


Professional liability insurance reimburses the 
insured person for expenses incurred from law- 
suits for injuries to patients occurring, or alleged 
to have occurred, in the course of professional 
practice. This type of insurance, like any insur- 
ance, is a pool of money from many persons to 
protect them from loss sustained through a given 
recognized risk. 


In addition to paying any judgment for dam- 
ages given for a patient’s injuries, a professional 
liability insurance policy pays the expenses of 
investigating a claim, and the expenses of a de- 
fense when a lawsuit is instituted. Such a policy 
protects the insured from losses due to improper 
giving of medicine and drugs, against malprac- 
tice, against errors and omissions, and from 
counterclaims when a lawsuit it brought to collect 
a fee. 


Not only are mistakes and negligence costly, 
but proving one’s innocence can be costly, too. 
Lawyers are reasonably well paid— better paid 
than nurses! 


HOSPITAL PROTECTION RARE 


While it is the impression of many nurses that 
they are protected against claims for injuries to 
patients by a hospital’s malpractice or liability 
insurance, such is rarely the fact. Many hospitals 
carry liability insurance which protects the hos- 
pital, but not its employees. The insurance com- 
panies pay for defending the hospital, and inci- 
dentally they may have to give the nurse a little 
defense, but the minute that the hospital is taken 
care of, the nurse is on her own. 


Moreover, many hospitals carry no liability in- 
surance because as charitable institutions, in a 
number of states they are not legally responsible 
for personal injuries to patients. So what would 
be the point to their carrying insurance? 


Again, some hospitals do not have liability 
insurance for fear such coverage may create lia- 
bility where non otherwise exists. There are a 
(Continued on next page) 
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MALPRACTICE continued 


few states in which a charitable institution can 
be sued to the extent of its insurance. A hospital 
in one of these states may not carry insurance for 
fear it might be sued when it otherwise wouldn’t 
be! The nurse may be working in such a situation. 


In other states, the nurse employed in a _ hos- 
pital ceases to be the agent of the hospital while 
she’s in the operating room, for her duties are 
under the control of the surgeon. However, even 
in such a situation the surgeon does not neces- 
sarily become responsible for her negligence, unless 
he has had, or in the exercise of reasonable care 
should have had, knowledge of the careless act 
being done by her. Nor can he be charged with 
her incompetency unless he was aware of her lack 
of skill or experience. 


No nurse is immune from the danger of a pa- 
tient’s charging her with malpractice or negligence. 
If he wants to sue her, he can! If the suit hap- 
pens to be brought as a nuisance, she may even- 
tually file a counterclaim for malicious prosecu- 
tion. Generally speaking, however, one round in 
court is more than enough for the nurse. If she 
gets out of that one, she’s not going to countersue 
the patient for annoying her. 


At times there may be suits without merit. 
For example, a disgruntled patient may bring a 
suit in an endeavor to avoid paying a professional 
bill. Irrespective of its merit or outcome, every 
lawsuit casts a cloud upon a professional person, 
and trouble, worry, and expense of vindicating 
herself follow. 


The nurse by herself, without insurance, may 
wage only a partially successful defense, or she 
may even consent to compromises and settlements 
out of court, which are based not on merit but 
momentary expediency. She may give the patient 
something just to get out of the suit—to hush 
it up—even though she knows the claim is not 
just. 


The net result is an increase in the number 
of malpractice or negligence claims. One com- 
promise invites another. Insurance protects the 
nurse’s assets from being wiped out by an adverse 
payment, or by an expensive or protracted defense 
against a claim. 


In Miller v. Mohr, just to show what I mean 
by “protracted,” the person sued was a student 
nurse in her second year of training when the suit 
arose. When it was settled eight years later, after 
16 times in court, she was married and had three 
children. The case was decided and then appealed. 
The decision was reversed for one error, and 
then appealed again. This decision was remanded, 
and the case sent back for review. Then it was 
appealed again, and so forth. 


Imagine the cost in time and money, of 16 
court appearances! The plaintiff in that case 
finally collected $25,000 insurance from the hos- 


116 









Then the court told 


pital’s insurance company. 
the nurse: “All right, you may go” —but after 
eight years! 


Such prolonged litigation results—not always 
—but frequently. It should always be remem- 
bered, too, that actions may come up two, three, 
four, five years later. 


Liability insurance assures prompt and _thor- 
ough investigation of claims which may bring out 
the facts, and therefore result in a far more 
fair newspaper account of the problem. Because 
newspaper stories destroy many a_ professional 
reputation, timely and thorough investigation of 
claims tends to minimize the damage to the nurse 
even more, perhaps, than the results of the final 
settlement in the court, when the news value of 
the incident is lost and a small item printed in 
the back pages of the newspaper is ignored. 


One of our biggest and most valuable rights is 
a “right to employment.” When we get a great 
deal of adverse newspaper publicity — win, lose, 
or draw — we've “had it.” 

If a nurse has insurance and she calls the in- 
surance company promptly, and it investigates the 
claim immediately, and the same evening puts her 
side of the story in the paper, she fares a little 
better. Public opinion is not law, but it has a 
bearing on what happens to us. 


So from that standpoint, insurance has a cer- 
tain value, and if the nurse has insurance cover- 
age this prompt investigation is not going to cost 
her anything. 

There are a number of ways in which an in- 
surance program for nurses, including operating- 
room nurses, can be handled. A policy can be 
issued to the individual members of an associa- 
tion, or a policy can be issued on behalf of the 
“members of an association,” and certificates given 
to the members in good standing. When the policy 
is issued to individual members, there are various 
state regulations which have to be complied with, 
and, as a consequence, there is a variety of con- 
tracts. 


I believe that at the moment any insurance 
company issuing individual policies would have 
to deal with the 49* jurisdictions —45 states and 
four commonwealths** — that make up the United 
States. They would all have to be considered with 
their various laws. 

As one might anticipate, the cost of issuing sep- 
arate policies is necessarily reflected in the pre- 
mium the nurse must pay. However, when a 
policy is issued on behalf of the members of an 
association, and a certificate is given to each 
member in good standing, there is a uniform 
contract. The association has its home office 
somewhere; it is incorporated somewhere. So the 


*At the time this lecture was given, Hawaiian statehood had not been 
voted. 


**Kentucky, Massachusetts, Pennsylvania, and Virginia are officially 
designated as commonwealths. 
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insurance company then has to deal with just 
one jurisdiction, and all the membership through 
it. 


Obviously a uniform contract involves much 
less clerical work for the insurance company, and 
a saving is reflected in a lower premium to the 
nurse. Then, too, the greater the percentage of 
members who insure in a group policy, the lower 
the premium rate will be. Insurance is just 
spreading the risk; the more people it is spread 
over, the lower the rate. 


Under all forms of malpractice policies the 
base limits of liability are $5,000 and $15,000. 
This means that the company’s liability in any 
one case is limited to $5,000, and that the com- 
pany’s total liability, on account of all claims 
which arise during any one year, is $15,000. 


There has been such an increase in claims 
against professional men and women in the past 
few years, that a great many state and national 
professional organizations have made _ available 
to their members some type of malpractice insur- 
ance. 


For example, the St. Paul Fire and Marine 
Insurance group was selected by the American 
Nurses’ Association to underwrite a_ professional 
liability insurance program for ANA members. 
The insurance company has undertaken a_pro- 
gram to provide complete coverage for claims 
which occur from alleged professional liability. 
It is licensed to sell insurance in every state, the 
District of Columbia, and Hawaii. 


The annual premium for registered nurses in 
New York and Louisiana is $10 for the base 
policy of $5,000/$15,000. In the rest of the coun- 
try it is $9. The table below shows the premiums 
for the various policies available: 


Annual Premium Annual Premium 


Limits New York in remainder 
of Policy and Louisiana of country 
$5,000 /$15,000 $10 $9 
$10,000 /$30,000 13.50 11.70 
$25,000 /$75,000 17.10 14.22 
$50,000 /$150,000 18.90 16.56 


The company will settle no suit without the 
consent of the insured nurse. If the lower court 
decides against the insurance company, it agrees 
to take the suit to the highest court to which ap- 
peal can be taken. 


The company also agrees to defend without 
limit of cost any suit filed. In addition, it will 
furnish any required bond up to the amount of 
the minimum limit of the policy. This is very 
important. Such a bond may be necessary for ap- 
peals, or for the release of attachments or gar- 
nishments of wages. 


When an untoward incident or accident occurs, 
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the nurse is required to give immediate written 
notice to the insurance company, with the most 
complete information available at the time. 
Without the written consent of the company, the 
nurse may not admit liability, nor make any offer 
or payment. 


The nurse must be careful to prevent or mini- 
mize a claim being made under the policy. She 
may cancel the policy at any time. 


For about 2Yec a day, the nurse gets malprac- 
tice coverage of $5,000/$15,000 a year. The nurse 
who takes such insurance does so hoping that she 
will never use it. But no doubt she can sleep 
easier knowing that if difficulty does arise, she 
has coverage. 

The helpful assistance of W. Andrew Sale, state agent, Richmond, Va., 
and John B. Winters, claims manager, Washington, D.C., both of the 
St. Paul Fire and Marine Insurance Co., is gratefully acknowledged. 
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Questions and answers from the discussion 
period following Dr. Creighton’s lecture will 
be published in the June issue. 


ACS NURSES’ SESSIONS 
(Continued from page 111) 

team and falls into a chain of command to pre- 
vent chaos. It is important that she be respon- 
sible to the director of nursing service and act 
through her. There may have to be three-way 
conferences from time to time, but-without good 
management, people are apt to go off in all direc- 
tions and preduce nothing but confusion. 


Q. Who is responsible for the anesthetists in 
the operating room? 


DR. MOYER: The surgeon is as responsible for 
the patient as anyone else, and he cannot dis- 
charge that responsibility without discussing the 
patient with the anesthesiologist. The surgeon is 
as capable of assessing anesthesia needs as a com- 
petent anesthesiologist. However, the surgeon 
may discuss the anesthesia with the anesthesiol- 
ogist, but he never dictates a choice. Unless some- 
thing very specific contradicts his doing so, he 
agrees with the recommendations of the anes- 
thesiologist. 


Many times the choice is made not only to fit 
the patient’s needs, but also to fit the mode in 
which the anesthesiologist performs best. 


The operating room is really a union of three 
czars — the anesthesiologist, the surgeon, and the 
nurse, working together with understanding and 
exercising intelligent dissent when it is indicated. 
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BY CARL w. WALTE 


Assisted by Dorothy W. Errera, R.N. 


Q. Is drying vacuuming followed by wet mopping 
preferable to all wet vacuuming in surgery? 


A. Ideal floor care depends on a combination of 
wet and dry vacuuming — the latter to pick up 
bits of suture, glass, and other flotsam common 
to every operating-room floor. Wet-pick-up vac- 
uuming is essential for floor care directed to pro- 
viding a floor that is clean, dry, and disinfected. 


Q. What do you suggest for use on tile walls 
from floor to ceiling in surgery? 

A. There are many detergent-germicides  suit- 
able for washing operating-room walls. Your 
hospital housekeeper may be using a product in 
other areas that would be suitable for use in 
the operating room. Economy is realized with 
standardization. Or, the detergent-germicide mix- 
ture you use on your floors can .be used for 
wall cleaning. 


Q. Is it better to use muslin wrappers rather 
than paper wrappers? If so, why? 

A. Muslin wrappers vs. paper wrappers is a 
debate involving economics, and the answer is 
only achieved with experience and cost figuring. 
Muslin wrappers, properly used, will last a life- 
time. Whether or not you have the personnel to 
make muslin wrappers and whether or not you 
can afford to have them made are questions 
only you can answer. 


Q. We are using our flash autoclaves to decon- 
taminate our linen after a septic case. We auto- 
clave the linen for 10 minutes at 270°F. Then 
we place it in with regular soiled linen. With no 
vacuum, the load is wet; so we leave the linen 
in the autoclave for a few minutes. Is this wet 
linen safe to be placed with other linen? 


A. Terminal sterilization of contaminated linen 
in. steam at 270° F. for 10 minutes is unneces- 
sarily destructive. If you have a good laundry, 
this linen is best and most safely handled by 
sending it directly to the laundry, there to be 
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dumped directly into the wash wheel. The laun- 
dry bag follows its contents. 


A combination of soap and water at a high 
temperature and either sodium hypochlorite or 
sour or both will destroy the most resistant organ- 
isms to be encountered in the operating room. 
Water at 160° F. will almost destroy these organ- 
isms in itself. 


If, however, you feel you must persist in your 
present technic, the linen which is wet after 
autoclaving is safe for disposal into the usual 
laundry bag, because the pathogens will have 
been destroyed, along with the textiles, in the 
trip through the sterilizer. 


Q. When an instrument washer-sterilizer is used 
for terminal sterilizaton on every case, how often 
would you advise using the ultrasonic cleaner 
for thorough cleansing of instruments? 


A. Frequency of use of the ultrasonic cleaner 
is determined by experience. An efficient washer- 
sterilizer, a good detergent, and a soft water 
supply may clean instruments well enough to 
make anything more than monthly cleaning in 
the ultrasonic cleaner unnecessary. 


An arbitrary schedule of cleaning various cate- 
gories of instruments may be set up according 
to frequency of their use. It would be pointless 
to clean a shelf of little-used retractors at fre- 
quent intervals merely to conform to a schedule. 
On the other hand, box instruments are more diffi- 
cult to clean, and these may need a weekly trip 
through the ultrasonic cleaner. 


Remember, the ultrasonic cleaner does not steri- 
lize. It is a very efficient cleaner, but safety for 
personnel and patient still depends on routine 
terminal sterilization of all instruments in heat 
before they are handled. 


Q. We have been asked to cooperate with the 
local eye bank but have no information on what 
is necessary. Will the pathology department or 
operating room be responsible for removing the 
eyes? 


A. The eyes must be removed under strict 
aseptic precautions within one hour after death, 
and preferably in the operating room. The skin 
of the lids is prepared as for surgery. Personnel 
should be careful to avoid letting soap, iodine, 
alcohol, or other tissue irritants leak into the 
eye. 


A piece of sterile gauze, soaked in saline, is 
placed in the bottom of a sterile bottle. The 
eyeball is gently placed on the gauze with the 
cornea uppermost. The bottle is tightly closed 
with a sterile stopper. Because cork closures 
are notoriously difficult to sterilize, their use 
should be avoided when sterility is a desired end. 


The time factor in corneal transplants is very 
important, and preparations for speedy trans- 
portation of the specimen must be made in ad- 
vance of the surgery. 
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TAKE A NEW APPROACH TO 
INSTRUMENT DISINFECTION WITH 


|| PHENOXYFORM 


. Phenoxyform: 
The only instrument Y rr ' id iad 
@ Prevents rust or tarnish on fine instruments without adding ‘‘anti-rust 
ermicide that —. 
9 . d - @ Kills resistant organism, including “hospital staph’’ —- even spores. 
offers you all FIVE @ Has concentrated economy — | pint at $2.00 makes 11 pints of solution 
after dilution with water. 
important advantages: @ Has light color, mild odor — doesn’t stain or discolor. 
@ Is stable, even when diluted. 
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By Dorothy W. Errera, R.N. 


Gardner, A.M.N., Archer, C.J.T., 
and Leemans, A.: “Automatic 
Diathermy Switch and Self-Clean- 
ing Probe.” Lancet 1:131, January 
17, 1959. 


Certain unhappy consequenc- 


amperes, there is no danger 
to the patient. 


tocaine) hydrochloride crystals 
tetracaine (Pontocaine) — 1% 


If an unshielded probe is solution 


to be used, the surgeon can 
switch off the electronic ap- 
paratus and revert to the foot 


procaine (Novocaine) hydro- 
chloride crystals 


solu- 


es to the use of the diather- 
my unit are no strangers to 
operating-room nurses: the pa- 
tient’s burn resulting when 
someone accidentally steps on 
the foot switch or when the 


Bridenbaugh, _L. 
Moore, Daniel C.: 


control. Apparently, the unit 
can be used with existing dia- 
thermy equipment. 


Donald, 


and 
“Is Heat Steri- 


procaine, 1% and 2% 
tions 
propoxycaine (Blockaine) hy- 


drochloride—2% _ solution 


piperocaine (Metycaine) hy- 
drochloride—1.5°% solution 


lization of Local Anesthesia Drugs 
a Necessity?” J.A.M.A. 168:1334, 
November 8, 1958. 


switch is caught under the 


chloroprocaine (Nesacaine) hy- 
operating table; the frustra- 


drochloride—1%, 2%, and 





tion of the surgeon who must 
take his eyes off the field at 
a critical moment when he 
loses the foot switch; the dia- 
thermy needle, coated with 
carbon after use. A unit is 
described which appears to 
eliminate many of these un- 
pleasantries. 


A specially insulated tung- 
sten probe is encased in a 
handle and sheath of inert, 
water-repellent, heat-resistant 
plastic. The spring-loaded 
sheath shields the probe so 
that it is exposed only when 
pressure is applied on _ the 
pistol-grip handle. When 
pressure is removed, the probe 
retracts, and carbon deposits 
are scraped off on the sheath 
(no mention is made of clean- 
ing inside of sheath). The 
unit is heat-sterilized and con- 
nected with a usual diathermy 
lead. 


An electronic control in an 
airtight, “flashproof” box is 
connected by cable and “flash- 
proof” plug to the diathermy 
apparatus. If the box is acci- 
dentally left open, the ma- 
chine is inoperable. When 
the probe, released from the 
sheath, touches the patient, 
there is a minute change in 
electrical potential, and the 
diathermy machine is switched 
on automatically. A buzzer 
gives an audible signal that 
the unit is on. 


In reverse, when the handle 
is released, the probe retracts, 
the process is reversed, and 
the machine is switched off. 
Because the maximum cur- 
rent possible is a few micro- 
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Despite an impressive record 
of 17,368 regional anesthesias 
with no infection or neuro- 
logical damage attributable to 
unsterile drugs or containers, 
the authors recognize the 
awesome medicolegal implica- 
tions of unfortunate sequelae 
to regional anesthesias. If in- 
creased safety for the patient 
is possible with a_ feasible 
change in technic, they see 
no reason for ignoring the 
possibility. 


Disposing of the assumption 
that anesthetic drugs are not 
tolerant to heat, they reorgan- 
ized and simplified their pro- 
cedure trays, incorporating in 
each tray ampoules of drugs 
routinely used. The units are 
sterilized at 225-260° F. for 30 
minutes. 


Many undesirable elements 
are eliminated: the use of 
transfer forceps to handle am- 
poules; the drip of disinfect- 
ing solution on sterile trays, 
and the possibility that non- 
discernible amounts of dis- 
infecting solution may con- 
taminate ampoule contents 
through minute cracks. If 
an ampoule with even a mi- 
nute crack is steam-sterilized, 
the heat will cake, dissolve, 
or evacuate the drug. Reserve 
drugs are packaged in glass 
test tubes and steam-sterilized. 


In the experience of the au- 
thors, the following drugs will 
withstand exposure to tem- 
peratures ranging from 255- 
260° F. for 30 minutes at least 
once without significant loss 
of potency: tetracaine (Pon- 


3% solutions 
ephedrine sulfate 
methamphetamine (methed- 
rine) hydrochloride 
methoxamine (Vasoxyl) hydro- 
chloride 
epinephrine 
epinephir (Adrenalin) 1:1000 
phenyl-ephrine (Neosyneph- 
rine) hydrochloride 
10% dextrose 
dibucaine (Nupercaine) _ hy- 
drochloride 
lidocaine (Xylocaine)—1% and 
907 
=/0 
ammonium sulfate (Dolamin) 
oil solutions such as Procto- 
caine 
Hyaluronidase is one drug 
mentioned that is unstable to 
heat sterilization. 
Phillips, C. R., and Warshowsky, 
Benjamin: “Chemical Disinfec- 
tion.” Annual Rev. Microb. (Stan- 
ford) Vol. 12, 1958, p. 525. 
A review of literature through 
December, 1957, and a discus- 
sion of the “empirical science” 
of chemical disinfection, this 
“status report” is presented 
with the candid admission 
that it reflects the bias of the 
authors who “arbitrarily select- 
ed material of the most in- 
terest to them.” 


The material is useful for 
anyone involved in evaluating 
the claims of the hosts of 
bactericides and disinfectants 
offered to the hospiial world. 
In-use applications are not 
discussed, but bacteriological 

(Continued on page 123) 
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(Continued from page 120) 
methods of testing and evalu- 
ating are described clearly. 
The bibliography is excellent. 


Hughes, K. E. A.: “Bacteria and 
Bedscreens.” Letters to the Edi- 
tor, Lancet 1:152, January 17, 


1959. 


In 1958, 250 cultures were 
made of “pull-round,” cotton 
cubicle curtains in a 14-bed 
general surgical ward. The 
sweep plate technic was used. 
In 134 (54 percent) of sam- 
ples, the Staphylococcus au- 
reus was isolated. 

On one occasion, steam-steri- 
lized curtains were put around 
the bed of a patient with a 
wound infected with a staph- 
ylococcus of a known phage 
type. In less than 24 hours, 
the same phage type of staph- 
ylococcus was isolated from 
the curtains in great numbers. 


Plotkin, Stanley A., and Austrian, 
Robert: “Bacteremia Caused by 
Pseudomonas Sp. Following the 
Use of Material Stored in Solution 
of a Cationic Surface-Active Agent,” 
Am. J. Med. Sc. 235:621, June, 


1958. 


There are three interesting ob- 
servations in this study: (1) 


The authors admit they do not ° 


snow the source of organisms 
contaminating the aqueous 
germicide. Air, dust, and skin 
cultures in areas of infection 
were negative. (2) The organ- 
ism isolated from the germi- 
cide and from an infected pa- 
tient could not be_ readily 
classified as any specific Pseudo- 
monas. (3) Cotton swabs and 
sponges definitely supported 
growth of this organism by ad- 
sorbing the active germicide in- 
gredient from the solution. 

The trouble started with 40 
cases of bacteremia in patients 
whose blood cultures revealed 
the presence of this bizarre 
gram-negative bacillus. The 
only common factor appeared 
to be venipuncture or venous 
intubation involving the use 
of the germicide to disinfect 
the skin or the plastic catheters, 
or both. 


The solution was made up 
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in the pharmacy using un- 
sterile distilled water with the 
concentrate. On occasion a dif- 
ferent bacillus was cultured 
from the unsterile, distilled 
water and from the diluted 
solution in the pharmacy. But 
the bacillus was not the same 
one giving trouble on the 
wards, nor was this particular 
strain ever recovered in the 
pharmacy area. 

In fresh solution of germicide 
made up with sterile distilled 
water, the Pseudomonas species 
was nonviable in 15 minutes’ 
exposure to the dilution com- 
monly used. When trypticase 
soy broth was added to the ger- 
micide, the bacteria survived 
even in increased concentra- 
tions of germicide. 

Two standard gauze and ab- 
sorbent cotton pledgets were 
then seeded with the organism 
and placed in a 0.1 percent 
solution of the germicide. The 
bacillus again survived. Re- 
peated experiments showed 
that the cotton caused a 
marked reduction in the effec- 
tiveness of the germicide. 

The authors state that the 
organism disappeared shortly 
after the study began. Appar- 
rently no changes in technic or 
concentration of solution were 
made, but solutions were 
changed more frequently. 


Spaulding, Earle H.: “Chemical 
Disinfection,” Am. J. Nursing 
58:1238, September, 1958. 


A sensible, practical, scholarly 
discussion of disinfectants in 
common hospital use — their 
limitations, their advantages 
and disadvantages. A “must” 
article for everyone in the hos- 
pital concerned with the selec- 
tion and application of germi- 
cidal agents. 


Oregon Nurses to Give 
Institute on Asepsis 


An institute on the subject, “How 
Important Is Asepsis?” will be 
given in Portland, Ore., May 
26-28 by the operating room 
nurses’ conference group of the 
Oregon State Nurses’ Association. 

Featured speakers and _ their 
topics will be: 


Edna Prickett, R.N., nurse con- 
sultant, American Sterilizer Co. — 
“Orientation and Inservice Edu- 
cation,” “The Role of the Tech- 
nician,” “Sterilization in Relation 
to Infections in the Operating 
Room,” and “Methods Improve- 
ments — Why Do It the Same Old 
Way?” 

Allen Davis, attorney, Portland 


— “Liability of the Nurse.” : 


Dan N. Steffanoff, M.D., Port- 
land—“Facial Plastic Surgery.” 

Homer Harris, M.D., patholo- 
gist, Emanuel Hospital, Portland— 
“Infections in the Operating 
Room.” 


Mel Parker, Aluminum Co. of 
America, Vancouver, Wash. — “Ad- 
ministration and Supervision.” 

The institute will be presented 
at Emanuel Hospital. It is open 
to all professional nurses. Regis- 
tration fees for members of the 
American Nurses’ Association are 
$3.50 a day or $10 for all three 
days. Fees for nonmembers are 
$5 and $15. 


Mrs. Lila Mustola, R.N.,_ is 
chairman of the conference group. 





To O.R. and O.B. 
SUPERVISORS: 
If you fit this description — 

e Well trained 

e Experienced 

e Confident of your admin- 
istrative ability 
Ambitious to utilize your 


talents as fully as possi- 
ee 


. then we believe we can help you 
find job satisfaction. Our goal is not im- 
mediate placement. We want to match 
a qualified person to an_ interesting 
position. 

Your credentials will be carefully 
evaluated in an individual situation, and 
only if you qualify will you be recom- 
mended. Our proven method shields both 
employer and applicant from needless 
interviews, for we screen positions too. 

Perhaps you are quite satisfied with 
your present position. On the other hand, 
if an opening occurs for which you are 
ideally suited, you—being an ambitious 
person—would like to have an opportunity 
to consider it. Filing your credentials 
with us would give you that opportunity— 
perhaps now, perhaps one year, two years, 
five years from now. 

We do not advertise specific available 
positions, but we have many interesting 
openings. Our listings are confidential. 

No registration fee 
Mary A. Johnson Associates 
(Agency) 
11 W. 42nd St., N. Y. 36, N. Y. 
LAckawanna 4-1565 
Mary A. Johnson, Ph.D., Director 
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Quixams ... 


the Easy On-and-Off 
Examination Glove 


A single glove fits either hand comfortably 


Recommended for examinations, treatments, 
dressings 
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te PIONEER sl Company 


328 Tiffin Road, Willard, Ohio 


Pioneers in Surgical Hand Protection for over 35 Years 


HOSPITAL TOPICS 


Ca l 
clint 
vard 
wth 
Box’ 
rol 
swe) 
prol 
oper 

T 
pues 
ler’s 
s(SS0 
at tl 
soc 
sé5, 
rua) 
pei 
ISS 
Q. 
read 
use, 
prov 
ster! 
\. 


Is 


I 
the 
los 
che 
by 
OXI 





Dr. Walter Answers Queries 
On C.S.R. Operation 


Carl W. Walter, M.D.., 
clinical professor of surgery, Har- 
vard Medical School, Boston, and 
author of the “O. R. Question 
Box” column in HOSPITAL 
TOPICS (see page 118), here an- 
wers questions on many common 
problems of central supply voom 
operation. 


associate 


This material is taken from the 
question period following Dr. Wal- 
ler’s lecture before the special 
session for central service nurses 
at the sixth national congress, As- 
sociation of Operating Room Nur- 
ses, in’ Houston, Tex., last Feb- 
mary. Dr. Walter's complete pa- 
per was published in the April 
issue, beginning on page 135. 

Q. Is the ethylene oxide sterilizer 
ready for central supply room 
use, and are there any means of 
proving the articles have been 
sterilized in these units? 

A. The ethylene oxide sterilizer 
is useful for two kinds of equip- 
ment: (1) items that are destroyed 
by exposure to moist heat and 
(2) items that are too big for the 
conventional dressing sterilizer. 

In the first class, there are all 
the plastic prosthetic devices, en- 
doscopic instruments, and certain 
chemicals that are best sterilized 
by ethylene oxide. Small ethylene- 
oxide sterilizers for cystoscopes 
we a good addition to a supply 
room, 


For mattresses, furniture, incu- 
bators, Isolettes, and anesthesia 
equipment, a large ethylene oxide 
terilizer is very useful. I do not 
believe that ethylene oxide is a 
liable process for sterilizing the 
large bulk otf hospital supplies. 
The process is erratic and tricky 
ind does not lend itself economic- 
illy to routine sterilization of 
heat-stable supplies. Steam is 
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readily available, much more reli- 
able, easily supervised, and more 
economical. 


Ethylene oxide sterilizers can be 
monitored with cultures just as 
steam sterilizers can be. Small 
sachets of chemical are available 
which when placed in the sterili- 
zer turn color when exposed to 
the proper concentration of ethy- 
lene oxide for the proper time. 


Q. What do you think about 
pharmacy taking over central serv- 
ice? 

A. Pharmacists can take over 
central supply rooms in many hos- 
pitals perfectly well, just as nurses 
can take over the pharmacy func- 
tion in many hospitals. It depends 
on the philosophy of the hospital; 
its size; the kind of patient it 
serves. It also depends on_ the 
personality of the pharmacist or 
nurse and his or her qualifications 
for either job. 

There is no hard and fast rule 
to be applied. Hospitals have 
used) pharmacists as central sup- 
ply supervisors with success and 
efficiency because most pharma- 
cists have a good hard core olf 
business sense. This is a big asset 
they bring to the care of the 
patient. 


On the other hand, many phar- 
macists are often intrigued with 
the glamor of medicine and have 
“disappointed doctor” complexes 
which complicate their concepts 
of patient care. 


If you recognize that the C.S.R. 
should be dedicated to serving the 
doctor and patient, I think you 
will immediately that the 
nurse in most hospitals has an 
cnormous advantage if she is a 
particular kind of nurse with a 
broad-gauge point of view on pa- 


see 


tients, doctors, hospitals, and peo- 
ple. A person interested only in 
earning a living and having no 
interest in over-all hospital prob- 
lems will be a sure failure. 


Q. How often should 
packs be re-autoclaved? 
A. A properly packaged, 
wrapped, sterilized package can be 
kept indefinitely if stored in a 
clean, dry, vermin-free spot. If 
a package is not likely to be used 
for a long time, it is wrapped in 
a sheet of polyethylene to protect 
it against accumulations of dust, 
dirt, and moisture. 


sterile 


Q. Can surgical scissors be auto- 
claved? 

A. Good stainless steel surgical 
scissors can be autoclaved without 
deterioration. | know of no way 
ol sterilizing a cheap pair of 


scissors without destruction. 


Q. Is there any solution you 
recommend for cold sterilization? 
A. The whole problem of cold 
sterilization of instruments is a 
complex one. The answer depends 
upon what you mean by steriliza- 
tion, and upon your understand- 
ing of the hazards of hepatitis. 

There is very little evidence 
that any chemical will destroy the 
virus of homologous serum jaun- 
dice in a positive sense. Other 
viruses have been studied. Chemi- 
cals will destroy some of these, 
and many persons assume that 
the virus of homologous serum 
jaundice will be destroyed by the 
same process, but the proof can 
only be found in human volun- 
teers. To date, this research has 
not been completed. 

My own philosophy is one of a 
positive approach. Get rid of 


(Continued on next page) 
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sterilizing technics which are time- 
consuming and only compromises, 
and _ heat-sterilize everything. 


Q. How long after a_ patient 
leaves the hospital is the hospital 
responsible for staphylococcal in- 
fection? 


A. The more we learn about the 
staphylococcus, the more we rec- 
ognize that once a patient or an 
individual has been in a hospital 
or worked in a hospital and ac- 
quired the staphylococcus, he is 
quite likely to develop serious 
difficulties for years afterward. 
The responsibility, biologically at 
least, never ends. Morally, our 
position should be the same, and 
until it is, I do not think we 
will change our behavior or cor- 
rect our practices to a point of 
progress in combatting the prob- 
lem. 


Q. What is your opinion of a 
formaldehyde cabinet for steriliz- 
ing urological instruments? 


A. It has been known for many 
years that dry formaldehyde gas 
is not a germicide. Moisture must 
be present to make formaldehyde 
effective as a germicide. This im- 
plies a much more sophisticated 
type of sterilizer than the usual 
box with the little heating coil 
and paraform tablet. 


On the other hand, a formalde- 
hyde sterilizer for sterilizing mat- 
tresses or bulk supplies or furni- 
ture is a very useful device. But 
a vacuum must be drawn, and 
the relative humidity in the 
sterilizer must be 80 percent. This 
is accomplished by introducing 
steam and then sufficient formal- 
dehyde gas. The load is kept at 
26°C. for 30 minutes or an hour. 


The disadvantage is that formal- 
dehyde condenses on the material 
being sterilized and forms para- 
form, which unfortunately causes 
sensitivity rashes in some persons. 
This disadvantage has _ limited 


the widespread use of formalde- 
hyde gas as a good processing 
agent for bulk hospital supplies. 
Ethylene oxide does not produce 
this kind of sensitization in peo- 
ple, and promises to supplant for- 
malin. 





Q. How do you feel abou: Using 
the same personnel in the supply 
room and the operating room a 
a combined department? 


A. This is a matter of hospital 
size. In a 25-bed hospital, it js 
ridiculous to have a separate sup: 
ply room. It is equally ridiculoys 
to put the central supply room 
of a 600-bed hospital in the oper. 
ating room. The answer depends 
on how the hospital is designed, 
and the size and the kind of 
people employed. Many compro. 
mises are possible in the small 
institutions because close) super: 
vision is feasible. 

Q. How should syringes be dis 
pensed to the floors—in one large 
container, or in individual paper 
envelopes? 

A. Here again, the answer de. 
pends on your basic philosophy 
and the kind of syringe used. | 
think every patient should have 
an individually wrapped or in. 
dividually processed sterile item 
every time. 

When cans or bulk containers 
are used for packaging, contani- 
nation is inevitable, because people 
are people, and they do not re 
member that when the lid is off the 
container and they speak across 
the top, asking “how many” or 
“where shall I put it,” they spit 
into the container and end the 
sterility of the contents. 


Q. What is the terminal care of 
a room following a communicable 
disease? Is spraying a room and 
closing it effective? 

A. The answer varies with the 
kind of room involved. Room 
are not difficult to disinfect. The 
easiest way is to spray the wall, 
sills, tops of cabinets, and % 
forth, with a detergent germicide, 
using an ordinary garden-type ol 
sprayer, and then simply wipe 
the walls down to the floor with 
a rubber squeegee, such as is used 
for cleaning windows. 

You then spill 10 or 12 liter 
of the same detergent germicit 
on the floor, push it around with 
a cellulose mop head, and pick 
up the flood with a wet pickup 
vacuum cleaner. It is an advat 
tage to choose an agent that leavé 
a germicidally active film on the 
surface. This quick and inex 
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nsive method leaves the room 
)00 percent clean and ready for 
reoccupancy. 

| think beds should go through 
, steam jet for cleaning; mat- 
yeses, Pillows, and _ blankets 
ihrough an ethylene oxide sterili- 
rt. If blankets are soiled, they 
hhould be laundered. 


Q. Discuss the use of plastics as 


overings for such emergency 

ks as cardiac resuscitation trays, 
yacheotomy trays, and the like, 
i reduce the need for resteriliza- 
tion. 


\, As mentioned previously, the 
yerilized tray is simply wrapped 
in a sheet of polyethylene or 
placed in a polyethylene envelope 
md sealed. Another very inter- 
ating use for this kind of wrap- 
ping is protection of resuscitation 
wucks. These trucks are usually 
equipped with emergency drugs, 
acheotomy sets, cardiac resuscita- 
ion sets, resuscitation equipment 
-all expensive, all getting dirty, 
ind all being stolen. When sup- 
plies are needed, they are missing 
or not usable. 


We heat-sealed the truck in a 
big sheet of polyethylene. Cer- 
ain interesting facts became evi- 
dent: (1) the trucks are not used 
very often; (2) when they are, it 
is simple to tear the plastic off, 
ad the supplies and equipment 
ae always clean and ready for 
Use. 


Thievery from the trucks has 
been thwarted, and they are now 
ue emergency equipment. Here- 
fore, it has been simple for per- 
ons to grab a syringe from a 
convenient truck rather than walk 
12 feet to a routine source. Pack- 
aging a whole truck, except for 
caters, in polyethylene has proved 
a great time-saver and made life- 
wing equipment available for 
emergencies. 


Oxygen therapy equipment is 
he sort of thing people are likely 
0 tinker with in idle moments. 
This equipment can be kept in 
good order in much the same way. 
Tke plastic cover prevents idle 
ampering and keeps the equip- 
ment clean. A piece of plastic, 
¥ x 12’, costs about 50 cents; a 
teat sealer about $3 or $4. Pack- 
wed this way, bits of equipment 
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might stand for years and still be 
ready for use when needed. 


2. How long should gloves be 


sterilized? 


A. People who study the sterili- 
zation of rubber gloves come to 
realize that the insides are the 
most frequently unsterile material 
issued from the C.S.R. When I 
did a study 15 years ago, I recog- 
nized that the rubber glove is one 
of the most difficult things to 
sterilize in a steam sterilizer. 


There must be moist heat in- 
side the glove to destroy existing 


bacteria, and this can be accom- 
plished only if a pathway is 
provided for steam to enter the 
glove and only if the glove is 
positioned in the sterilizer in such 
a way that a quick exchange of 
air and steam is possible, so 
that steam contacts the inside and 
outside of the glove simultane- 
ously. 


It the glove is placed in the 
sterilizer with the fingers upright, 
steam strikes the outside of the 
glove and condenses and moistens 


(Continued on next page) 














POUR-O-VAC CONTAINERS are 


available in capacities rang- 
ing from 350 mi to 3000 mi. 





be 


COMPLETE LINE OF WATER 
STILLS, storage tanks and ac- 
cessories carried in stock. 


ro 





SOLUTIONS WARMING CABI- 
NETS, steam or electric heat- 
ed, available in 5 to 40 
gallon capacities. 


Eliminate the hazards of 
obsolete water sterilizers! 
Convert now to 

the proved safety of 


POUR-O-VAC 








With the POUR-O-VAC technique, distilled 
water, normal saline solutions and other 
such surgical irrigating solutions are auto- 
claved 
equipped with a unique vacuum closure. 


in rugged PYREX containers 


The POUR-O-VAC closure is self-venting 
and self-sealing. It hermetically seals at the 
close of the sterilization cycle. The closure 
consists of a high grade parenteral rubber 
collar and rugged nylon cap. 


POUR-O-VAC flasks are specifically de- 
signed for easy handling and cleaning. All 
POUR-O-VAC components are reusable. 


NEW 4-PAGE BROCHURE gives complete 
details about the POUR-O-VAC system... 
the accepted flasking technique the world 
over. Write for your copy today. 


THE MACBICK COMPANY 
Formerly Macalaster Bicknell 
Parenteral Corporation 


DEPT. D BROADWAY, CAMBRIDGE 39, MASSACHUSETTS 
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See 


Nothing on the outside of 
a bundle can prove steril- 
ity... A melted Diack in 
the center of a pack proves 
250° steam penetration, 
the temperature needed to 
combat infections of all 


kinds. 


Go back to the first prin- 
ciples of cleanliness and 
sterility and you will con- 
trol the staph problem. 


SMITH & UNDERWOOD, 
Royal Oak Michigan .. . 
Sole manufacturers of 
Diack Controls and Inform 
Controls. 


1909 - 1959 
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C.S.R. continued 


the outside, but when it 
around to the inside there is no 
heat deficit; the steam does not 
condense, and there is likely to 
be superheating and a shift trom 
moist to dry heat inside the glove. 
The inside of the glove will not 
be sterilized. 


gets 


Gloves must be positioned hori- 
zontally. They are. sterilized at 
250° F. for 30 minutes. They are 
removed from the sterilize. 
promptly at the end of the cycle 
and allowed to dry out for 48 
hours on a shelf to regain their 
resiliency. Ethylene oxide is good 
for sterilizing rubber, but again, 
it is a tricky process, and you 
must know the process well to 
achieve consistent sterility. 

Q. Do you feel that intravenous 
solutions manufactured in an in- 
stitution are as safe for use as 
vacuum-sealed solutions manufac- 
tured commercially? 

A. Hospital-made intravenous 
solutions can be just as safe phar- 
maceutically and every other way 
as commercially prepared 
tions. In many hospitals, making 
solutions can be an economically 
feasible process, too. 


Q. Do you feel that the C.S.R. 
should take care of folding linen 
and making packs for the operat- 
ing room? 


solu- 


A. Preparing supplies of — this 
kind is no longer the job of any 


operating room except in very 
small hospitals. The dust and 
lint from this kind of activity 


should be kept out of the operat- 
ing room. 

Q. Discuss cross-infection as it 
pertains to used supplies returned 
to the C.S.R. 

A. The hazard here is to per- 
sonnel. Routine central supply 
room processing ends the hazard 
to the next patient, but in be- 
tween is the C.S.R. worker who 
must handle the returned equip- 
ment. 


Technics must be developed in 
communicable disease areas for 
returning supplies to the supply 
room only after they have been 
terminally disinfected. Many 
things, for instance, can be placed 
in a polyethylene bag and run 


through the ethylene oxide ste 
lizer before the contents are ha 
dled by workers. We have qj 
cussed in detail the need for te 
minal heat sterilization o! all 9 
inges and needles before they ay, 
handled by workers. 


Nurse-educator Condemns 
Schools of Nursing 
Schools of nursing have been cop 
demned for stifling students’ abjl 
ity to use natural kindliness jy 
Thelma Ingles, associate profess 
of medical-surgical nursing, Duk 
University, Durham, N. C. 
Nursing schools give insufficien; 
consideration to the effect of , 
depressing hospital environmen 
on young students, Miss Ingle, 
sud. They expect students to be 
come mature and independen 
more rapidly than is possible. 


They confuse neophytes with 
too many psychological terms by 
fore the students are able to wn 
derstand them, and_ the schook 
seem to disparage the _ bedside 
nurse. Miss Ingles defined nursing 
as “the art of helping people lee! 
better.” 

She spoke at a meeting spon 
sored by the Chicago Council on 
Community Nursing, the Chicago 
and Northeastern League {o 
Nursing, and by sections of the 
Illinois Nurses’ Association. 


Short-acting Anesthesia 
Hastens Reorientation 

\ surgical patient following a low 
hour operation was awake, rational 
speaking coherently, and well oi 
ented as to time and place in wi 
minutes, due to use of an ultr 
short-acting anesthetic. 


Paul H. Lorhan, M.D., Harb 
General Hospital, Torrance, Calil 
and Kasumi Arakawa, Universil\ 
ol Kansas Medical Center, Kansi 
City, used methitural sodium in 
travenously in 262 patients ol a 
ages, ranging from 9 months 
87 years, in a wide varicty ol opel 
ative procedures. 

The duration ol 
varied from 12 minutes to 6 hou» 
and 45 minutes, the average time 
being under two hours. 


anesthesi 


Most patients were responding 
to their names upon leaving the 
operating room. — Post-operati\ 
complications were minimal. 
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Central Service Nurses 
Hold Mid-West Session 





One hundred ten central service supervisors from 
seven states attended the first sectional meeting for 
central service supervisors held in connection with 
the Mid-West Hospital Association. The session was 
held in Kansas City, Mo., April 2. 

Speakers and their topics included: Marie Dzupin, 
R.N., nurse consultant, American Sterilizer Co., Erie, 
Pa., “The Art of Central Service’; Paul D. Scheele, 
regional manager, American Hospital Supply Corp., 
Kansas City, Mo., “Disposable Supplies for Modern 
Hospitals”; and Earl Brenn, executive vice-president, 
Huntington Laboratories, Huntington, Ind., “Ster- 
ilization Procedures.” 

Program coordinators were Mrs. Harriett Melland, 
R.N., central service supervisor, Grace Hospital, 
Hutchinson, Kans., and president, Missouri-Kansas 
Central Service Association, and Mrs. Bernice O'Reilly, 
R.N., head nurse, central service department, St. 
Luke’s Hospital, Kansas City, Mo. 
























listening attentively are (I. to r.): Sister 
S$. P. Gilda, head nurse, central services, St. 
Margaret's Hospital, Kansas City, Kans.; 
Phoebe C. Ring., R.N., Immanuel Hospital, 
Omaha, Nebr.; Mrs. Gertrude E. Beaver, 
RN., central service supervisor, Bishop 
Clarkson Memorial Hospital, Omaha, Nebr.; 
Geraldine McBride, R.N., supervisor, central 
supply, Trinity Lutheran Hospital, Kansas 
City, Mo.; Shirley Jean Ruebhausen, central 
supply department, Bethany Hospital, Kan- 
sas City, Kans.; and Rose T. Schopper, cen- 
tral service supervisor, Lawrence (Kans.) 
Memoriol Hospital. 


L. to r.: Mrs. Harriett Melland, R.N., central 
service supervisor, Grace Hospital, Hutchin- 
son, Kans., and president, Central Service 
Nurses’ Association of Missouri and Kansas; 
Mrs. Bernice O'Reilly, R.N., head nurse, central 
service department, St. Luke’s Hospital, Kansas 
City, Mo.; Marie Dzupin, R.N., nurse con- 
sultant, American Sterilizer Co., Erie, Pa., who 
spoke on “The Art of Central Service’; and 
James G. Carr, Jr., administrator, Memorial 
Hospital of Natrona County, Casper, Wyo., 
and outgoing president, Mid-West Hospital 
Association. 





(iliac. 


= date ils. 


Above: Paul D. Scheele (r.), American Hospital Supply Corp., who 
spoke on disposable supplies, shows disposable emesis basin to an- 
other speaker, Earl Brenn, Huntington Laboratories. 
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NOW...FOR A COMPLETE RANGE 


OF SURGICAL PREFERENCES 
Wisn % 
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Manufactured through a process that permits a thin, sensi- 
f tive product—WILSON BROWN MILLED gloves meet all normal 
service requirements in withstanding tension and steriliza- 


tion. Available in color-banded wrist style. Robe 
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“WILSON 
BROWN LATEX. 
SURGEONS’ GLOVES 


Made from natural latex rubber with quality rigidly controlled 
throughout manufacture—exactly the same as the white latex 
in design. Available with curved fingers in both color-banded 
and rolled-wrist styles. 
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¥. 
WHITE’ LATEX 
SURGEONS’ GLOVES 





¥ Made from pure white latex in a controlled single-dip process 
for the thinnest gloves compatible with strength and long 
wear. Naturally curved fingers insure freedom from binding, 
strain and operating fatigue. Now available in color-banded or 
rolled-wrist style, in both regular and ready-for-the-sterilizer 
RAPAK units. 





Every Wilson latex surgeons’ glove is pre-powdered with Bio-Sorb® Dusting Powder. 


3-p)| THE WILSON RUBBER COMPANY - CANTON, OHIO 


A DIVISION OF BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 





TRADE TOPICS... 


Jpjohn Receives 
government Contract 


Mpjiohn Co. has been awarded a 
$505,000 contract to develop, test, 
god manufacture antibiotic and 
Welated drugs in the search for 
“(0 pounds effective in cancer 
treatment. 

| This is the first such contract 
qwarded by the Public Health 
Gervice’s Cancer Chemotherapy 
National Service Center under a 
mew patent policy of the Depart- 
gent of Health, Education and 
Welfare. 


General Sales Manager 
Appointed by AMSCO 


obert L. Boyd 
‘ been ap- 
pointed general 
giles manager, 

American Steri- 
tzer Co. He 
Pwas previously 
field sales man- 
ager. Henry E. 
Fish, former as- 
Sistant field Mr. Boyd 
miles manager, has been named 
M@sistant general sales manager. 
"Robert S. Carlson has _ been 
Mamed sales consultant to Amsco 
Europ N.V. with headquarters in 
Rotterdam, Holland. He is suc- 
meeded as surgical table and light 
division manager by Robert P. 
‘Herzog, formerly assistant prod- 
Met manager of tables and lights. 


| W. Allan Yahn has been named 
Wice-president and general man- 
ager, Amsco de Mexico S.A. 


Other appointments — include: 
Louis N. Raub, assistant manager, 
Mables and lights; and Donald G. 
poth, assistant product manager, 
Merilizer division. 


os 
iT 


pmith Kline G French 
Announce New Promotions 
emith Kline & French Labora- 
ries has announced a series of 
advancements and changes. Carl 
Raiser has been named an as- 
tant to the president. He is suc- 
teded as director of distribution 
G. Frazier Cheston, who was 


tviously head of hospital sales 
PeUOrts. 


. 


Winners of the Hospital Industries Association booth contest at the New England Hospital 
Assembly held recently, claim awards for their exhibits. 

Front row (I. to r.): Henry K. Fitzgerald, Jones, McDuffee & Stratton, Inc., first award, 
single booth display; Sid Charak, Hill-Rom Co., Inc., honorable mention, single booth dis- 
play; and Peter J. Crowley, American Sterilizer Co., first award, outstanding multiple booth 
display. 


Standing (I. to r.): Roland F. Simons, president, Hospital Industries Association; Ralph D. 
Lane, Brisk Waterproofing Co., Inc., honorable mention, single booth display; and Reo J. 


Marcotte, M.D., exhibit manager, New England Hospital Assembly. 


G. Frederick Roll, formerly 
manager, public relations depart- 
ment, has been named _ director 
of public relations. William L. 
Grala, Jr., previously — assistant 
manager of that department, has 
been named manager. 

David W. Clark has _ been 
named an assistant to the presi- 
dent in charge of new products 
administration. 


Kenneth — E. 
Hamlin, Ph.D., 
has been = ap- 
pointed — direc- 
tor of chemical 
research, and 
Robert W. Riv- 
ett, Ph.D., has 
been named di- 
rector of devel- 


Dr. Rivett opment. 


Lewis C. Beck, manager of the 
Seattle branch, has retired after 
almost half a century of service. 

Other appointments include: 
William L. Edmiston, Seattle 
branch manager; Richard  E. 
Blomquist, branch supervisor, and 
Mervin J. Anderson, assistant 
branch supervisor and chief clerk. 


Abbott Labs Promotes 
Three Research Men 


Three Changes Made 
In Wyeth Personnel 


Vito Victor Bellino has been ap- 
pointed manager, patent liaison 
section, Wyeth Laboratories. He 
was previously with Barrett Di- 
vision, Allied Chemical Corp. 
Oscar A. 
pointed director ol 
Wyeth International 
John T.  Dillworth 


Dr. Leffler Dr. Hamlin 
Three promotions in the scien- 
tific divisions at Abbott Labora- 
tories have been announced. 


Marlin T. Lefer, Ph.D., has 
been appointed director of ex- 
ploratory research. He will also 
continue in charge of nutritional 
research and the research farm. 


Siso has been ap- 
promotion, 
Ltd., and 


has been 


(Continued on next page) 

















Also at Searle, 
William L. 
Searle has been 

- appointed direc- 
tor of medical 
service and _ Ir- 
win C. Winter, 
M.D., Ph.D., has 
been named to 
the newly cre- 

Precision Scientific Appoints ated post of 

New District Managers medical director. Dr. W inter was 
n ee ; é previously director of clinical re- 
The Precision Scientific Co. has earch. 

appointed four new district: man- 

agers. They are: James F. Ram- 

seth, Chicago; Robert G. Mullins, NEWS BRIEFS 
Houston, ‘Tex.; Wallace H. Dick- 

son, Bala-Cynwyd, Pa.; and Mel- William H. Bar- 

vin M. Swatrz, San Francisco. 


TRADE TOPICS continued 


named assistant to the vice-presi- 
dent. 


Mr. Siso has been with the 
firm’s foreign sales promotion de- 
partment since 1956.) Mr. Dill- 
worth was previously assistant to 
the director of sales. 





rett — Baltimore 
representative 
G. D. Searle Director lor Johnson & 
Retires After 51 Years Johnson's Hos- 
pital Division, 
has been named 
Salesman of the 
Year. The award 
includes a $500 
cash prize. 


Paul Ek. Tillman, senior vice-presi- 
dent and a director of G. D. Searle 
& Co., retired alter 51 years of 
business activity, the last 27° ot 
them with Searle. Kenyon D. 
Bowes, company treasurer, has 
been nominated to fill the va Rs en 

cant directorship. William C. Spring, Jr., M.D. — 


“Fel VY FPO? INTERCHANGEABLE & STANDARD SYRINGES 
GUARANTEED BEST FOR PERFORMANCE, LONGER LIFE AND GREATER ECONOMY 


HYPOdermic INTERCHANGEABLE SYRINGES 


Every Plunger Interchanges With Every Barrel 

Maximum Speed in Assembly 

Maximum Economy in Use 

Maximum Usage. Through Interchangeability With 

Other Manufactured Brands As Per V.A. Specifications 
ontr ed fit late! form y re tr y 
© LEAK-PROOF @ NO BACK-FLOW 
@ EXCEEDS GOVERNMENT SPECIFICATIONS 
AVAILABLE FOR IMMEDIATE DELIVERY 

5cc, 1 ind Tube 

In Gla t nd 
Repla 


Packed ir 


THE “HYPO” TRADE MARK ON SYRINGES GUARANTEES A PRODUCT BUILT TO 


PRECISE STANDARDS AND CERTIFIES COMPLETE SATISFACTION TO THE USER. 


HYPOdermic STANDARD SYRINGES 


The finest syringe ever offered, at prices never 

before imagined. Constructed of the highest quality 
Non-Corrosive Glass with all parts code numbered 

and carefully calibrated for controlled fit and uniform 
compression. Easy-Read Graduation marks are 


permanently fused into the glass 
AVAILABLE FOR IMMEDIATE DELIVERY 


“HYPO"’ Syringes are sold through leading Surgical Supply Dealers throughout the 
country. Write for further information concerning dealer services in your territory 


la A nd © ee et ed aoe 


11 Mercer Street ¢ New York 13, N. Y. 
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has been named associate smedicy 
director, J. B. Roerig and Co 
division of Chas. Pfizer & Co., In 
He was formerly head of Colun 
bia University’s Division o! Pubjj 
Health Practice. 
* * 4% 

Irving Silberman — has been ap 
pointed sales manager, Barry Dj. 
vision, Ketchum & Co., Inc. k, 
has previously owned his own »% 
tail pharmacy and also served 4 
a wholesale drug salesman and 
product sales supervisor. 


* * * 


Donald W. Edwards Co., Inc.- 
has moved its offices to the Sofi 
Building, 43 W. 61st Street, Ney 
York Citv. 
a m 

Royal Metal Manufacturing Co, - 
has opened a new main showroom 
at One Park Avenue, New York 
City. 


* * ‘* 


John Seippel — has been appointed 
sales manager, Ross Temp Inc. H 
was previously with Whirlpool 
Corp., RCA Victor, and Fedder 
Quigan Corp. 


* * * 


Jack Edmond. 
son — has _ been 
appointed Wes 
Coast represent 
ative, Orthoped 
ic Frame Co. He 
was formerl\ 
Western Divi 
sion sales man 
ager, Ethicon 
Inc. 

* * * 





Eli Sammett — has been appointed 
advertising and public relation 
manager, Narda Ultrasonics Corp 
He was previously publication 
editor, Belock Instrument Corp 
* * * 
Huntington Laboratories, Inc. - 
recently celebrated its fortieth am 
niversary of incorporation. The 
company is located in Hunting 
ton, Ind. 
ak * & 

Richard D. Hannan — has been ap 
pointed executive secretary, 5 ien 
tific Apparatus Makers Associa 
tion’s industrial instrument section 
He has worked as a project coordi 
nator for Gillette Safety Razor 
and as sales engineer for Polytech 
nics, Inc. 
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OPICS 


ILLNESS HAS NO TIMETABLE. It may 
strike without warning, day or night. 
To meet all emergencies, commu- 
nity hospitals stand ever ready with 
the finest care medical science and 
modern facilities can provide. 


Moreover, to accommodate the 
steady rise in the number of pa- 
tients each year, hospitals are con- 
stantly adding to their staffs and 
expanding and _ strengthening 
“around-the-clock” services. 


The quality of hospital care is 
higher today than ever before. 
More rapid recovery and shorter 
hospital stays for patients have 
been achieved by new advances in 
diagnosis and treatment . . . with 
long strides taken in research, train- 
ing, surgery, and methods of reha- 
bilitation. 

On the occasion of National Hos- 
pital Week, May 10-16, 1959, we 
congratulate the nation’s communi- 
ty hospitals for their untiring and 
skilled service to the public. 


“a 
VSURANC® 


insurance companies 
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me, 
HEALTH INSURANCE COUNCIL 


Representing the nation’s 





we! 














PERSONALLY SPEAKING 


(Continued from page 62) 


clude: Sister M. Paschal, adminis- 
trator, Mt. St. Mary’s Hospital, 
Niagara Falls, secretary; and Frank 
A. Evans, Blue Cross vice-president, 
treasurer. 
* x * 

Arthur J. Swanson has resigned 
as chairman, Ontario (Canada) 
Hospital - Service’s_ Commission. 
He is succeeded by R. W. Ian 
Urquhart, M.D. 


* * * 


The Rev. Dr. Victor B. Hann, su- 
perintendent, Methodist Home for 
Children, Mechanicsburg, Pa., was 
installed as president of the Na- 
tional Association of Methodist 





CLASSIFIED 


SHAY MEDICAL AGENCY 
Blanche L. Shay, Director 
Pittsfield Bldg., 55 E. Washington St. © 
Chicago 2, Illinois 





POSITIONS OPEN 


EXECUTIVE PERSONNEL: (a) Assistant supt- 
East. 250-bed hospital. Degree in hosp. adm., 
business adm., or accounting. To $7,500. (HT- 
2938). (b) Administrative asst. West. 240-bed 
hospital. Large active out-patient dept. (HT- 
2937). (c) Assistant adm. South. 350-bed hos- 
pital. Chief duties will be supervision of person- 
nel and purchasing depts. Also guide and direct 
new projects. To $7,800. (HT-2850). (d) Ad- 
ministrative asst. East. Assistant to director of 
house services in 375-bed hospital. (HT-2798). 
(e) Director of volunteers and public relations. 
240-bed teaching hospital located near N. Y. City. 
Hosp. exp. required. (HT-2897). (e) Personnel 
and public relations director. East. 500-bed gen- 
eral hospital. This is a new position at this hos- 
pital and offers a great potential. (HT-2969). 


MEDICAL RECORD LIBRARIANS: (a) Chief. 


East. 450-bed hosp. fully approved. 20 employees 
in dept. Challenging position. $5,400. (HT- 
3011). (b) Chief. Middle West. 400-bed hos- 


pital. Record room fully air conditioned and well 
staffed. Present incumbent retiring. $500 mini- 
mum. (HT-2663). (d) Chief. Calif. 200-bed 
hospital — near San Francisco. 5 day week. 
Standard nomenclature. $500. (HT-2474). 


DIRECTOR OF NURSES: (a) South. 200-bed 
hospital affiliated with a university for graduate 
training program. $6,600. (HT-2732). (b) Flor- 
ida. 60-bed hospital, fully approved. Completely 
air conditioned, located on the ocean in a lovely 
setting. $5,400. (HT-2595). (c) Director school 
of practical nursing. 325-bed hospital. B.S. de- 
gree or equivalent. Some teaching exp. To $7,500. 
(HT-2875). (d) Director psychiatric. West. 
Organize and administer school of nursing educa- 
tion for State Board of Health. $6,000. (HT- 
2557). (e) Directcr of nursing service. 225-bed 
hospital. Assume complete authority and respon- 
sibility for nursing service; 230 in dept. $7,500. 
(HT-1778). 


NOTE: We can secure for you the position you 
want in the hospital field, in the locality you pre- 
fer. Write for an application—a postcard will do. 
ALL NEGOTIATIONS STRICTLY CONFIDEN- 
TIAL. 
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Hospitals and Homes at its recent 
convention. 


Other officers include: the Rev. 
Bolton Boone, administrator, Meth- 
odist Hospital, Dallas, Tex., presi- 
dent-elect; Edward T. O’Rear, 
general manager, Pacific Homes 
Corp., Los Angeles, vice-president; 
Donald W. Cordes, administrator, 
Iowa Methodist Hospital, Des 
Moines, la., secretary; and the Rev. 
William A. Hammitt, the Baby 
Fold, Normal, IIl., re-elected treas- 
urer. 


Deaths 


Mildred I. Lorentz — first vice-pres- 
ident, National League for Nurs- 
ing, and director, department of 
nursing, Michael Reese Hospital, 
Chicago, died March 21. 

She had been a member of the 
League’s board of directors since 
its formation in 1952. Miss Lorentz 
had been also a consultant to the 
nursing division of the Fifth Army 
Area in Chicago, and the nurse 
member of the Illinois Advisory 
Committee to the Selective Service 
System. 

John Pleasant Fatherree, M.D. — 
51, superintendent, South Missis- 
sippi Charity Hospital, Laurel, 
since 1947, died February 22. Dr. 
Fatherree, a noted gynecologist, re- 
ceived his medical degree from 
Tulane University. 

Harry A. Cheplin, Ph.D. — 63, ad- 
ministrator, Lakeside Hospital, 
Copiaque, New York, since 1956, 
died March 1. 

In 1923, his experiments led to 
the discovery of bacillus acidophi- 
lus. Dr. Cheplin founded the 
Cheplin Biological Laboratories at 
Syracuse (N. Y.) University. 

He had acted as consultant to 

national dairies and pharmaceu- 
tical firms, and became president 
of a Detroit drug company in the 
late 1940's. 
James Finlay Hart, M.D. — 73, for- 
mer president of the New York 
Diabetes Association, died Febru- 
ary 24. 


Dr. Hart was named president 
of the association in 1955. He was 
adjunct professor of medicine at 
New York Polyclinic Medical 
School, and a past president, Bronx 
County (N.Y.) Medical Society. 


Guy Aud, M.D.—71, past presi- 
dent of the American Cancer So- 
ciety, died February 27. 

Dr. Aud had served as president 
of the Kentucky State Medical As. 
sociation and the Jefferson County 
Medical Society. 

He also had been editor of the 
K.S.M.A. Journal and a professor 
of clinical surgery at the Univer- 
sity of Louisville Medical School. 
Seymour D. Vestermark, M.D. — 
56, retired medical director, U. §S. 


Public Health Service, died Feb. 
ruary 22. 
From 1948 through 1958, Dr. 


Vestermark was chief of the Train- 
ing and Standards Branch of the 
National Institute of Mental 
Health. In January he was cited 
by the American Psychiatric Asso- 
ciation for “his outstanding service 
to psychiatry.” 

He had served as U. S. delegate 
to the International Congress on 
Alcoholism in Lucerne, Switzer- 
land, in 1948 and was president of 
the Commissioned Officers Associa- 
tion of the Public Health Service 
in 1950-51. 


YOU SAVE money for your hos- 
pital when you buy Gudebrod 


silk and cotton sutures. 


Sterilize Gudebrod sutures as you 
need them and save UP TO 50% 
of your suture COST. Every im- 
provement IN non-absorbable 
sutures is incorporated in these 
SUTURES . . 
| Gudebrod for eighty-nine years. 





manufactured by 


Reduce costs WITH no sacrifice 
in quality. Buy GUDEBROD and 
save. Write for the Gudebrod 
story, “How You Can Save up 
to 50% of Your Suture Cost.” 


| Gudebrod BROS. 


SILK CO., INC. 





Executive Offices: 

12 South 12th St., 
Philadelphia 7, Pa. 
LOS ANGELES 


| Surgical Division: 
| 225 West 34th St., 
| New York 1, N.Y. 


CHICAGO BOSTON 
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Its about time 


someone found a better way 
and here itis... 


An economical, easy-to-use unit for drainage collection 
that affords patient and nurse added convenience; saves 
time and money for your hospital. 





BARDIC STERILE —~ 
BEDSIDE DRAINAGE BAG — 
Unbreakable plastic, sterile; \ —_—~ 
2000 cc. capacity. Transparent ; ssa 
and calibrated for easy meas- 2 ean ? 
urement of patient's output. —— 
BARDIC DUAL HANGER , se 
Easily slipped over bed rail j wrens 


or side of wheel stretcher. For 
ambulatory patients, hanger 
serves as a handle. Durable 
plastic coating. 


Aids nursing care—providesa simple yet effective ‘‘closed system” 
without special connectors, stoppers or caps. Reduces offensive 
odors and prevents entrance of air-borne contamination. Sterile 
bag reduces danger of ascending infection. Unit is easily emptied 
without fuss or bother. 


Solves storage problem—500 bags occupy less shelf area than 
2 glass jugs or 4 used i.v. bottles. 


Simplifies housekeeping—the Bardic unit, suspended above the 
floor, helps maintain the neatness and clinical appearance of the 
modern hospital . . . keeps floor cleared for cleaning, does away 
with unsightly bottles; eliminates breakage and spilled urine. 


The Cost? . . . as little as 544¢ per day; less than the expense of 
collecting, washing, sterilizing and storing jugs or bottles. 


Cc. R. BARD, INC. SUMMIT, N. J. 


ORDER FROM YOUR HOSPITAL SUPPLY DEALER 
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THE WIDE | 
SPECTRUM 
GERMICIDE 





can be used on any surface 
not harmed by water 


Now fight the deadly and growing 


- peril of hospital infection with 


San-Pheno X, a powerful all-pur- 
pose germicide. 

San-Pheno X is bactericidal 
against a wide variety of micro 
organisms including Staphylococ- 
cus aureus, Tubercle bacilli, Salmo- 
nella typhosa, Clostridium perfrin- 
gens, Streptococcus pyogenes, Cory- 
nebacterium, diphtheriae, Diplo- 
coccus pneumoniae, Aerobacter 
aerogenes, Shigella sonnei and 
Escherichia coli. 

When used at the recommended 
dilution of 1:200, San-Pheno X 
kills antibiotic resistant staphy- 
lococci within 5 minutes with a 
very large safety factor. Ask to see 
complete test results. Write today. 


Ask the Man Behind the 
Drum—your Huntington 
representative. He can 
give you full details. 





HUNTINGTON @ LABORATORIES 


INCORPORATED 
Huntington, Indiana + Philadelphia 35 + Toronto 2 


HUNTINGTON 
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National Hospital Week 
To Be Observed May 10-16 


May 10-16 marks National Hospi- 
tal Week. Themed “More Roads 
to Recovery,” its emphasis will be 
on the variety of hospital services 
and their constant expansion to 
provide better and more compre- 
hensive patient care. 


Soap Carvings of Human 
Organs Win Contest 


Nineteen bars of soap carved into 
models of the human brain, eye, 
ear, kidney, liver, spleen, lung, 
and other vital organs won eighth 
grade students first prizes in a 
contest sponsored by the Jefferson 
(Ky.) County Medical Society. 

Students used pictures from 
medical books as guides and col- 
ored their soapy replicas with 
model airplane enamel. 

The contest was held to get a 
collection of teaching exhibits in 
medical science for the Louisville 
Library Museum. It is hoped that 
these collections will stimulate 
children to pursue further studies 
in biology and medicine. 


Chemotherapy Tested 

For Cancer Use 
Approximately 70 drugs are being 
tested in 150 hospitals under the 
chemotherapy program of the Na- 
tional Cancer Institute, according 
to Arthur S. Flemming, HEW sec- 
retary. 

The institute has awarded 140 
grants totaling $3,800,000 to sup- 
port trial of drugs. In addition, 
more than 40,000 chemical com- 
pounds are being tested annually 
to discover possible anticancer 
properties. 


Offer Courses for Nurses 
During Summer Session 


The National Association for 
Practical Nurse Education and 
University of Maine will co-spon- 
sor courses for professional and 
practical or vocational nurses dur- 
ing the university's summer ses- 
sion. 

The course tor directors and 
instructors in practical or voca- 
tional nursing schools will be held 
July 6-31 and may be taken for 
college credit. 


The course for practical or vo 
cational nurses will be held [uly 
6-25. It will deal with er up 
leadership, including administra 
tion of a state practical nurse as. 
sociation. 


Additional information may be 
obtained by writing to: Miss Hil 
da M. Torrop, Executive Director, 


National Association for Prac- 
tical Nurse Education, 654 Madi 
son Avenue, New York 21, N. Y. 


Doris Gleason Named 
To Health Council Board 


Doris Gleason. 
Cc: &. &:, 
tive director, 
American 
ciation of Medi- 
cal Record Li- 
brarians, has 
been elected to 
a three - year 
term on the 
board of direc- 
tors of the National Health Coun- 
cil. 


execu- 


\sso- 





The election took place at the 
Council’s recent meeting of the 
house of delegates in Chicago. Miss 
Gleason has been executive direc- 
tor of AAMRL since 1951. 


Foresee Increasing Need for 
Hospital Administrators 


An increasing number of qualified 


hospital administrators will be 
needed in the future. So stated 
Ray E. Brown, superintendent, 


University of Chicago Clinics, at 
the National Symposium on Grad- 
uate Education for Hospital Ad- 
ministration. 


Mr. Brown said, “The need for 
trained hospital administrators 
will arise because of the rapid in- 
crease in hospital construction and 
because of the increasing complex- 
ity of hospitals.” 


More Foreign Trained MD‘s 
Taking Qualification Exam 
An increasing number of foreign 
trained physicians are taking qual- 
ifying examinations of the Edu- 
cation Council for Foreign 
Medical Graduates. If they pass, 
they are able to assume _ intern- 


ships or residencies in U. S. hos 
pitals. 
in February, 1959, 1,722 took 
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examinations compared to 844 in 
September and 298 in March, 
1958. More than a thousand have 
already registered for the Septem- 
ber 22 examination. 

Results have been good with 
three tests showing passing per- 
centages of 51, 49.5, and 43.4 re- 
spectively. In foreign centers, 
inadequate command of the Eng- 
jsh language has proved a major 
factor in failure. 

Also on the increase are num- 
ber of overseas examination cen- 
ters, according to Dr. Dean F. 
smiley, executive director of the 
Council. There were no foreign 
centers for the first test, 30 for the 
econd, and 44 for the third. 

For the September examination, 
there will be 15 centers in Latin 
America, 14 in the Far East, 7 in 
the Near and Middle East, 13 in 
tion, there are several scattered 
throughout the U. S. 

Test applications should be sent 
to: ECFMG Offices, 1710 Orring- 
ton Avenue, Evanston, IIl., 
later than June 22. 


no 


Columbia Gets Grant to 
Continue Polio Research 


A grant of $55,814 from March 
of Dimes has been given Columbia 
University for continuing study 
of how polio viruses transmit in- 
heritable characteristics when they 
reproduce and the relationship 
between polio viruses and_ their 
virus “cousins.” 


In previous research, a_ virus 
combining characteristics of two 
dissimilar “ancestor” viruses was 
produced. In accomplishing this, 
Virus Type I and Type II were 
grown together in tissue cultures 
and yielded a hybrid which could 
be neutralized by antibodies to 
tither type. Such a finding could 
prove helpful in vaccine prepara- 
tion. 


In other experimentation, nu- 
(lic acid, a chemical substance 





lound at the core of viruses and 
one which regulates their hered- 
ly, was extracted and proven 
infectious. This discovery now 
provides a tool for attempts to 
produce altered virus types for 
tudy of virus heredity. 
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Europe, and | in Africa. In addi- 


Hold Contest for Best 
Gastroenterology Paper 


A contest for the best unpublished 
paper on clinical or basic research 
in gastroenterology or allied fields 
has been announced by the Amer- 
ican College of Gastroenterology. 

Winner will receive an award 
of $750 plus traveling expenses 
of $250 enabling him to present 
his paper before the 24th annual 
convention of the College in Sep- 
tember. 


Open only to physicians, con- 
test closes June 1, 1959. Eligible 


papers must contain controlled 
clinical work rather than case 
records. 

Entries should be sent to: Col- 


lege Research Committee, 33 W. 
60th Street, New York 23, N. Y. 


Boston U. to Offer Course 
In Medical Law 


A course in legal aspects of medi- 
cal practice, organized medical 
care, and health programs will be 
offered to third-year medical stu- 
dents at Boston University Medi- 
cal School. 

Consisting of seven lectures, it 
will be part of the third-year 
course in preventive medicine. 

Subjects will include legal and 
political controls in the medical 
and public health fields, profes- 
sional and legal standards of med- 
ical practice, public health law, 
medicine, civil rights, psychiatry, 
and law. 


Graduate Credit Course 
Offered to Therapists 

A three-week course for occupa- 
tional therapists will be held at 
University of Southern California 
in cooperation with Rancho Los 
Amigos Hospital, Downey, Calif., 
June 1-19, 1959. 


Carrying three units of graduate 
credit, the course will consist of 
one week of didactic preparation 
at the university and two weeks 
of practical application in the 
hospital situation. 

Enrollment applications should 
be send to: Miss Angeline A. 
Howard, Department of Occupa- 
tional Therapy, University of 
Southern California, Los Angeles 
7, Gakt. 



























Germs ARE 
HITCHHIKERS-— 


deadly our 


Stop giving germs a free ride on your hands. 
If you’re in the office, O.R. suite, kitchen or 
anywhere in a hospital, your hands, all hands, 
should be kept as nearly germ-free as possible 
. . . for that’s the most practical way to cut 
down cross infection. 

The vital need for good asepsis in wards, 
kitchens and supply areas, as well as in the 
newborn nursery and O.R. suite, is being 
recognized. Now, with Germa-Medica Ligq- 
uid Surgical Soap with Hexachlorophene, 
you have the practical solution to the prob- 
lem. Daily washings reduce bacterial flora, 
in the areas cleansed, well below safe levels 
...and keep it there! Germa-Medica produces 
a bacteriostatic condition which lasts many 
hours. 

Germa-Medica has a rich, creamy lather 
that is kind to the skin . . . will not irritate or 
sensitize. Equally effective when used with 
hard or soft water. May be diluted with four 
parts water and still retains effective, tested 
bacteriostatic action. So it is a cleanliness 
program your budget can stand, a program 
your hospital shouldn’t be without. 

Write today for a free sample of Germa- 
Medica with Hexachlorophene. Test for 
yourself its remarkable bacteriostatic action. 
Ask for our Research Bulletin, “‘Tests on the 
Preservative in and the Mildness of Germa- 
Medica Liquid Surgical Soap with Hexa- 
chlorophene,” and for the name of your 
Huntington representative, the Man Behind 
the Drum. He is well qualified to help work 
out a total aseptic program for use through- 
out your hospital. 


GERMA- 
MEDICA. 


LIQUID SURGICAL SOAP WITH HEXACHLOROPHENE 


HUNTINGTON 4% LABORATORIES 


HUNTINGTON, INDIANA 
Philadelphia 35, Pennsylvania . 


Toronto 2, Ontario 
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TOPICS Announces Contest for Students in HA 


An editorial competition open to all graduate students in 
hospital administration, 


Purpose of the contest is to promote high standards 
of professional writing and individual research, and 
to give recognition to schools and students of hos- 


pital administration. 


Each participant should submit to the editor of 
HOSPITAL TOPICS an article suitable for publi- 
cation. The subject may be any aspect of hospital 
administration and operation, but contestants are 
asked to keep in mind that HOSPITAL TOPICS 
favors practical, “how-to-do-it” articles of value in 


research. 





NEW RECOVERY ROOM STRETCHER az. no. as.10 
COMPARE IN YOUR OWN HOSPITAL 
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ee see esse 


SPECIFICATIONS: (optional) 


Length 7612” 
Width 2914” 
Height 34” 


MATTRESS: 


25” x i la x aha 
Foam Rubber. 
Cover—(Harco #4626) Conductive. 


SAFETY STRAP: 


2'’ Cotton and Rayon. 
SIDE RAILS: 


Pratt all f «éstion retractable. 
Automati .'clock any position. 

Rails completely out of the way when 
down. 


a 


5 to 6 inches more space available 
for the patient when using these rails 
with the conventional size mattress. 


PRATT HOSPITAL EQUIPMENT MFG. CO. 
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including those serving resi- 
dencies, is being sponsored by HOSPITAL TOPICS. 


daily hospital practice. 
Entries will be judged on the basis of timeliness 
writing quality, content, originality, and extent 0 


Prizes of $100, $75, and $50 will be awarded. |; 
addition, the three prize winning articles will be pub 
lished in HOSPITAL TOPICS. 

Deadline for entries is June 30, 
should be mailed to: Marie Jett, editor, HOSPITAI 
TOPICS, 30 W. Washington St., Chicago 2, |i 


1959. Article 
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HEAD SECTION: 
Hydraulically operated. 
HEAD RAIL: Removable. 
CASTERS: 
2-lock, 


inch. 
Conductive. Balloon-tires. 


ADJUSTABLE HEAD REST. 
IV HANGER:Adjustable. 


Can be placed in 8 positions around 
table. 


SHOULDER REST. ARM BOARD. 
LOWER TRAY FOR BLANKETS 
AND ACCESSORY STORAGE. 
FRAME: 


1%’ 16 gauge steel tube helio-arc 
welded. Entire frame Chrome plated. 
Top stretcher frame reinforced with 
1%’ 16 gauge steel tube. 


2-swivel—10 inch x 2% 








A A 
STRETCHER BOTTOM AND 
LOWER STORAGE SHELF: 


20 gauge stainless steel 


The design, construction and fin- 
ish of this stretcher, makes it the 
sturdiest, best appearing an 
most practical all around recov: 
ery room unit available. It wi 
pay you to write for our speci 
introductory offer for trial an 
inspection in your own hospito 


30-DAY FREE TRIAL 
(Freight Prepaid) 


3007 SOUTHWEST DRIVE 
LOS ANGELES 43, CALIF 
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ed. In iJ . Package 
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N WHEN A TIME-TESTED PRODUCT 
GETS A NEW, TIME-SAVING PACKAGE... 














\ND 
F: RESULT... ease of application — while it’s still in the package, blade 
can be attached to knife handle 
fin- 
- 4 RESULT... strong, sturdy package — puncture proof, moisture proof 
" and wrap withstands repeated handling and can be autoclaved 
| recov: 
It wi RESULT... complete blade protection — maximum sharpness of these 
specic traditionally superior carbon steel blades assured 
ial anc 
spit! 
Ask your dealer 
a | —. 
BAR D e PARKE cs COM PANY, INC. B-P Sterile Blade Dispenser Rack 
BP DANBURY. CONNECTICUT 
DRIVE A DIVISION OF BECTON, DICKINSON AND COMPANY 
CALIF. 


BP ® RIB-“ACK © IT’S SHARP are trademarks of BARD-PARKER 
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“Now-at last! 


we ve found a 
cleaner made 
especially for 
surgical ‘ 
instruments. 

It's wonderful!” 

















OF COURSE IT’S WONDERFUL! 
It’s the only instrument cleaner made 
by an instrument manufacturer. 


Weck Cleaner not only cleans more effectively, 
but it actually goes twice as far! You need only 
¥ ounce— instead of the usual one ounce—to 
the gallon. One 5 lb. can makes 160 gallons of 
cleaning solution. This, by actual hospital test, is 
enough to clean 36,000 instruments, or all the 
instruments needed in 565 average operations. 
An entire laparotomy set costs less than 1¢ to 
clean with this “‘miracle’” cleaner. The special 
“penetrating” action of Weck Cleaner removes 
all soils from metal and glass by soaking —no0 
scrubbing is needed — yet Weck Cleaner wil 
not corrode metal, etch glass or deteriorate = 

whi ° ber, and is completely safe for hands. Wee 
broch sol new sy® ” Cleaner is also ideally suited for use in the new 
olution ultrasonic washers. 


Send for FREE sample of WECK Cleaner 


See eee eeeerererreeesececeeeescceres HY yours of knowing how RAR 
EDWaAR D wEcK & COMPANY 


135 Johnson Street : “Brooklyn a, &. Y¥. 
Manufacturers of Fine Surgical Instruments and Hospital Specialties + Instrument Repairing 








